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MEDICAL SERVICE FOR ALL AMERICANS* 


N. B. VAN ETTEN, M.D. 
New York City 


EDICAL service for all Americans, at a 

price within their income ability; medical 
service for all, regardless of fee; medical service 
for all provided by the government in a manner 
similar to the provision of education in the 
Public School System; medical service for all 
employed people provided by compulsory pay 
roll deduction and employer contribution ; medi- 
cal service for all unemployed people pro- 
vided by taxation; medical service for the 
upper 10 per cent of our people who 
have money enough to pay for all of 
the service they desire; medical service at 
moderate rates for middle class people; medical 
service on the installment plan; medical service 
budgets provided by industrial insurance; med- 
ical service for old age pensioners ; medical serv- 
ice for the economic indigents who may be 
defined as those who are unable to supply them- 
selves with the necessities of life; medical serv- 
ice for the medical indigents who may be defined 
as those who can not pay for medical care with- 
out sacrificing the necessities of life for them- 
selves or their families; socialized medicine; 
State medicine; preventive medicine and the 
private practice of medicine, all these proposals 
are widely discussed by physicians today. 

The great American pastime of research goes 
merrily along its costly way. Reports upon re- 
ports are piling up monumental testimonials to 
the memory of industrious fact finders. 

The American Foundation for studies in gov- 
ernment and the Hospital Survey of the City 
of New York have just made their final reports 
to bring us up to date upon adequacy and quality 
and distribution of medical care by the medical 


“Read before the annual meeting of the Minnesota State 
Medical Association, St. Paul, Minnesota, May 4, 1937. 
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profession and by the hospitals. 


The Foundation features testimony gleaned 
from a cross section of 2,000 physicians who 
wrote independently their personal opinions. 
These letters are most stimulating and reveal 
considerable dissatisfaction with things as they 
are and with the prospect of things as they are 
to be. They compel honest consideration and 
are immensely valuable as demands for action. 


The report of the survey committee is an 
important statistical revelation of the critical 
position in which the great hospital system of 
the metropolitan district finds itself. The ne- 
cessity for the municipal as well as for the vol- 
untary hospital is convincingly shown. The 
financial support of hospitals springs from three 
sources: from philanthropy, from fees from pa- 
tients, and from taxation. Three troubled 
waters—philanthropy drying up, patients less 
able to pay and general tax burdens absorbing 
more and more of the financial resources of our 
contributing citizens. There is much disagree- 
ment among doctors and welfare workers as to 
plans for solution of the problems of medical 
service. The investigative committees which 
have been hard at work during the last ten years 


_ have served as useful provocatives in arousing 


complacent physicians to a realization of the 
importance of forward movement and contribut- 
ing to this awakening has been a very real 
pinching of personal pocketbooks. 


Some laymen would like to buy medical care 
at a department store, at bargain prices marked 
down for quantity and discounts for cash. They 
would like a completely mechanized service for 
all. They talk very fluently about the distribu- 


tion of medical care. This may be easy to do 
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when their thinking is impersonal. Academic 
discussion of sickness is not at all painful. One 
wonders about the color of their thought in the 
presence of personal suffering. It is quite possi- 
ble that they would not be content with any 
panel doctor or any project doctor or just any 
doctor assigned by government authority. <A 
real honest attack of appendicitis might be quite 
devastating to the equanimity of the welfare en- 
thusiast who talks so glibly about surgical serv- 
ice for the rest of us. Abstract illness is very 
different from concrete illness—when the con- 
crete has a personal location. 

We live in a competitive society—man against 
man. Ever since the early biblical story of Cain 
and Abel, fratricide appears as one of the 
major activities of successive civilizations. Wit- 
ness Spain, Ethiopia and the Orient, class con- 
flict in the United States, conspiracy, racketeer- 
ing, assassination, revolution, mass outlawry 
escaping civil control, democracy and personal 
liberty doomed. Throughout the centuries the 
physician has maintained the status of a non- 
combatant, saving the lives of friend and foe, 
conquering plagues and pestilence, preventing 
disease by scientific methods which had no na- 
tional frontier, salvaging the unfit and restoring 
the crippled. 

The physician has developed a protective col- 
oring which exempts him from animosity. He 
who wears the red cross may go anywhere. He 
is a highly idealized servant of the sick. Age- 
long sacrifices have won him general esteem. His 
education qualifies him for social distinction but 
because he chooses to serve rather than to com- 
mand he is not considered politically significant. 


In Europe under Bismarck and Lloyd George 
he became the pawn of political machines. His 
services were regimented against his feeble pro- 
tests. He is no longer an independent agent. 
Instead of serving the sick he serves a bureau- 
cracy. 

In the United States the doctor is still respect- 
ed by most people. Most people prefer a per- 
sonally selected physician. Most people prefer 
the kind of medical attention they are able to 
get from a family physician. Most people shrink 
from the publication of personal infirmity. Most 
people still cherish the thought of a dependable 
confidant. A few people are hospital minded 
and think first of the character of an institution 
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and what it can offer, with small interest in its 
personnel. 

Very few people question the character oj 
medical care. Most of the criticism of the qual- 
ity of medical service comes from the physician 
and is quite in line with scientific thought, which 
constantly pursues new problems of cure and 
prevention. 

Individual responsibility is so lightly carried 
by most of us that few of us are dependable. 
Here and there one takes his job seriously and 
willingly and upon his back we pile our burdens, 
Sometimes we thank him, give him a dinner, 
a set of resolutions and a watch, or a memorial 
plaque. When he breaks down with age or if 
his work does not materialize as we like, we 
push him out with scant courtesy, forgetting that 
we have failed to carry our end of the load. 
It cannot be denied that modern refinements 
have brought decadence with them. When the 
pioneers from the East came to Minnesota they 
followed the watercourses and climbed the di- 
vides mostly on their own feet. Every man, 
woman and child carried a burden according to 
their strength and there was built into their 
character a sense of conquering obstacles through 
the faithful discharge of individual responsi- 
bility. 

Comfortable living tends to develop laziness 
and selfishness and indifference to common prob- 
lems. We let George do it—let the officers 
of our organization carry our common obliga- 
tions — particularly the secretary. In medical 
groups it is my observation that county societies 
or State societies are as good as the secretary 
and no better. He sits at the cross roads and 
hears all the voices. If he is inattentive or lazy 
the society degenerates ; if he is alert and intelli- 
gent he tries to whip the workers into activity 
and his society grows strong and effective. If 
we shall slump into government-directed mass 
medicine, it will be very largely due to the fact 
that so many doctors fail to live up to their per- 
sonal obligations. The medical profession will 
never be content with merely mechanically play- 
ing the notes in a symphony of service. Too 
much concentrated experience has gone into the 
making of a doctor to leave him cold and unre- 
sponsive or unsympathetic to personal suffering 
or unable to enlarge his emotion to comprehend 
broader social problems. 
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Defective nutrition produces rickets ; defective 
understanding of the source and supply of valu- 
able ideals produces low moral tone and spine- 
jessness that easily bends under material pres- 


sure. Those who urge the importance of a 


selective draft for those who are to enlist in 
medicine have a long and exalted vision for the 
medicine of the future and it may well be 
hoped that the influence of their opinion will 


prevail. The personal character of the doctor 
cannot be too strong. The doctor must be above 
suspicion. The young doctor might well take 
Mark Twain’s advice: “Always do right—it 
will please some people and astonish the rest.” 


While loosening the chains of tradition which 
may hamper the doctor in his efforts to under- 
stand and to adjust himself to a changing so- 
ciety, it is to be hoped that he will be a compe- 
tent force to lift a sick society to higher levels 
of health and usefulness and that he will compel 
the respect of his contemporaries by his exam- 
plary civic conduct. 

There are those who advocate a better educat- 
ed profession—these are chiefly doctors who 
are more concerned with the quality than with 
the quantity of medical care. Of course it is 
better than it used to be and is improving, but 
there are still incompetents in the ranks of medi- 
cine even among those who are highly educated. 
The fault lies in fundamental character weak- 
ness partly, and partly in a failure of some 
schools to teach clinical medicine. Many think 
that several schools should be closed and that 
all schools should be rated severely and uni- 
Money should be spent on equip- 
ment and endowment of chairs rather than upon 
buildings. Many advocate tax funds for medi- 
cal schools sufficient to relieve the necessity for 
balancing budgets by enrolling a large number 
of students. Many advocate small student bodies 
for intensive education and believe that this can 
only be accomplished by state subsidy because 
it has become self-evident that private endow- 
ments are not dependable and student fees may 
involve an obligation to give a diploma to the 
incompetent because he has paid for it. It is 
feared that heavily endowed schools lean toward 
the development of research workers instead of 
clinicians. The costs of medical care, per se, 
are never high enough to furnish the medical 
profession with luxurious living. The margin 
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above bare existence has always been small. The 
costs of medical care involve merely a modest 
living for the doctor. The use of some forms 
of therapy and the employment of expensive 
diagnostic instruments and laboratory studies have 
raised costs above those formerly known to be 
desirable. Some of the increased cost is not 
generally essential. 

Simple hospital charges are not ordinarily pro- 
hibitive. The average hospital stay of nine days 
is not of itself ruinous to the average family. 
But the desire of the patient or his family for 
hospital frills, the private room, the private bath, 
the special nursing, unnecessary consultations, 
the floral decorations, pile up staggering bills 
that swamp the family. 


Medical care for all the people must first be 
thought of in the simplest formulz of things as 
they are in our present economic situation. We 
must not be confused by the mirage of uncertain 
prosperity. 

Medical care for all the people presents a 
problem far greater than direct service to the 
sick, which is but one detail of the economics of 
physical and moral sustenance. 


The fact that medical care in the United 
States is the best in the world does not imply 
that it adequately serves all of our people. There 
are those who have no medical care. There are 
sections of our country where people die because 
they have no doctors available. There are peo-: 
ple in our country who make no effort to seek 
medical care even when it is available. Is there 
economic adequacy to fill all the demands for 
medical care? Can all of our people be forced 
to accept medical care when it is available? Can 
we force Wassermanns upon every one of our 
citizens in an effort to eradicate syphilis? Can 
we force all of the known syphilitics to take ade- 
quate treatment? We fail to enforce vaccina- 


.tion in this country with the resultant of 40,- 


000 cases of smallpox annually. Have we suc- 
ceeded in convincing our people of the need for 
immunization against diphtheria? Have we suf- 
ficiently educated our people concerning the 
communicability of tuberculosis? Can we teach’ 
the people to consult physicians instead of 
quacks and patent medicine vendors when they 
are sick? Can we teach the people to seek a 
physician for a diagnosis before attempting self 
medication? Can we teach the poor that medical 
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care is generally available? Can we teach any- 
body to budget for prevention? Do we know 
many people who budget for anything beyond 
rent, heat and light? The medical profession is 
willing to give medical care; are the people will- 
ing to receive it? 

In New York the Governor is asking the leg- 
islature to contribute $400,000 to assist 
in a campaign against pneumonia now being car- 
ried on by the State Medical Society and the 
State Department of Health. Can this worthy 
program be adopted by all the states? The con- 
ditions in New York or Illinois or Minnesota 
are very different from those in Arizona or New 
Mexico or Mississippi, yet there are pressure 
groups which are trying to influence the nation- 
al administration to adopt nationwide programs 
of compulsory sickness insurance regardless of 
the fact that the states which pay the heaviest 
taxes and supply help to weaker commonwealths 
very naturally desire a pro rata share of taxes 
to be used in their own states. 


Housing in Arizona, New Mexico and Missis- 
sippi is inadequate for the comfort and health 
of the people in those states. Morbidity and 
mortality statistics would undoubtedly be im- 
proved if all the people in those states were 
healthfully domiciled. 


In every great city there are slum areas which 
are breeding spots for disease. Is there ade- 
quate interest in clearing them out in order to 
improve community health? In the City of New 
York there are 250,000 bedrooms which have no 
direct communication to the outer air. Many of 
these rooms have multiple occupancy. Is there 
sufficient public interest to improve the health 
of the community by insisting upon elimination 
of these pestilential holes? We live in a com- 
petitive society. If the doctor is to be effective 
in his struggle to improve the health of our 
people, his own position as an intelligent leader 
of public opinion, he must divest himself of 
timidity and servility and put on the armor of 
confidence in his own ability and must militantly 
organize for what is evidently a battle against 
special privilege, against bureaucratic quackery 
and unscrupulous political pressure. 

Exploitation of the public by charlatans, away 
back in the era of Babylonian culture 4,000 years 
ago, was one of the earliest influences which 
resulted in the organization of physicians, and 
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down through the centuries protection of the 
public from quacks and protection of the public 
health from the ravages of epidemic pestilence 
was the rallying motive for organization. Many 
codes were written under which organized medj- 
cine rose and fell with the rise and destruction 
of dominant civilizations, but the cohesive in- 
fluences of self preservation and traditional al- 
truism have preserved the continuity and vitality 
of the thread of medical organization until this 
day. 

One of the earliest codes which has strongly 
influenced the conduct of the medical profession 
is found in the quaint language of the Oath of 
Hippocrates and is the basis of our medical 
ethics of today. The endurance of this code is 
probably due to its sincerely altruistic character, 
It has operated to hold the practitioners of med- 
icine together through twenty centuries. Ad- 
ditional qualifications for the ethical practice of 
medicine have been codified from time to time, 
and especially during the last century, but the 
inspiration of the old affirmation runs through 
them all. The amazing development and expan- 
sion of industrial interest have so changed social 
relationships that problems which were simple 
as late as fifty years ago have become so com- 
plex and new economic principles have become 
so necessary that it is obvious that any discus- 
sion of ethics must involve a discussion of 
economics. Scientifically medicine is glorious, 
economically it is improvident. Living in an 
industrial age, the medical profession has made 
very little effort to learn from industry practical 
methods for spreading the knowledge of its 
potentialities. Hiding its light under obscurant 
ethics, because of fear of commercializing in- 
dividual abilities it screens from publicity much 
knowledge of great popular value. 


Membership in a profession seems to have 
caused the physician to forget that everything 
moves to the tempo of industry. We struggle for 
employment or fall into the mass of those who 
cannot maintain the pace of modern rhythm. 
From birth to death we all live by the clock. The 
physician rates no exception. The compelling 
pulse of progress beats also for him. If modern 
society rates him successful he must step faster 
and sleep less than others. He cannot be con- 
tent with being on time, he must be ahead of 
time. The doctor of medicine is accused of 
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being socially uncodperative and out of step. The 
doctor of philosophy is now trying to prescribe. 
Will the American people take his medicine? 
The bottle is labeled socialized medicine or state 
medicine. The directions are take it and like it. 
Socialism is defined as a theory of civil policy 
that aims at the public collective management of 
all industries. Socialized medicine would be the 
public collective operation of the practice of 
medicine. State medicine is the operation of the 
functions or powers collectively of a state or 
nation in the control of the practice of medicine. 
These forms of collectives are claimed by their 
advocates to promise sure cures for all of the 
economic troubles of the physician. The strug- 
gle between collectivism and individualism is 
world-wide. It cannot be denied that conserva- 
tive doctors, indifferent doctors, lazy doctors, 
unethical doctors are socially uncodperative. The 
conservative doctor resents the suggestion of any 
deviation from the traditions of medicine. He 
has nothing to offer but his satisfaction with 
things as they are. The indifferent doctor does 
not care enough to attend the meetings of his 
county medical society. He thinks that the 
evolutions of laissez faire will take care of 
things and that there is nothing he can do about 
it anyway. The lazy loctor, who is largely 
responsible because he is so socially uncoopera- 
tive that he has taken no interest in the fact that 
lay organizations have taken away from the doc- 
tor the administration of several fields of medical 
service, notably that of tuberculosis and mental 
hygiene. And the unethical doctors who try to 
justify themselves by asserting that everybody is 
crooked; all merchants of health; all fee split- 
ters. They claim that medical ethics are mere 
facades to cover criminality, abortions, fraud and 
deceit. They would reduce everybody to their 
own depths of intellectual degradation and dis- 
honesty. The exigencies of the times demand 
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the full codperation of every licensed practition- 
er of medicine. 


Medical organizations have been too conserva- 
In order to avoid mistakes all of the units 
of organized medicine must work together not 
only to resist the imposition of regimentive 
bureaucracies upon the medical profession, but 
to evolve plans which will satisfy the demands 
of society without sacrificing the dignity inherent 
in the delivery of service of high quality. The 
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American physician is entitled to an opportunity 
to advise and propose legislation concerned with 


the health of the American people. Change 
comes to the physician and he will welcome it. 
Social conditions change the manners and the 
conduct of all professions. The medical pro- 
fession asks that its educational qualifications 
be taken into account in the development of new 
plans for medical service. Private practice has 
such public consequence that government um- 
piring is necessary, but a prospect of government 
competition is appalling. 

All of modern medicine has been developed 
within the last fifty years, and the progress of 
the science of medicine has been so absorbing 
that the art and application of medicine has lag- 
ged far behind and shows few signs of reaching 
its proper proportionate position unless or until 
a new type of physician shall have been devel- 
oped. The physician feels the pressure of public 
health education and the reaction of his own 
work in preventive medicine which has elimi- 
nated diseases which formerly absorbed much of 
his effort. The physician has codperated with 
the government agencies in the attempt to elimi- 
nate communicable diseases and the absence of 
destructive epidemics has been of great economic 
value to the nation. Unpredictable catastrophes 
have always been cared for by health depart- 
ments, or by the emergency organizations sup- 
ported by generous people and by the free serv- 
ices of physicians with the hearty concurrence 
of the whole profession. The quality of medical 
care has been so remarkable that students gen- 
erally concur in the opinion that nowhere are 
the citizens of any country better served. The 
fact that all morbidity and mortality statistics 
show general decline except those relating to 
senescences and casualty, materially changes the 
health picture of the nation and confronts the 
physician with radically different medical and 
social problems to which he will be compelled 
to adjust himself individually and collectively. 

From the time of the organization of the 
American Medical Association, the principles of 
medical ethics have been in process of develop- 
ment, being amplified and amended from time 
to time by the House of Delegates on the recom- 
mendation of the Judicial Council. These prin- 
ciples have become the accepted code for Ameri- 
can Medicine and are strictly adhered to by all 
honorable physicians. 
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Three years ago at the Cleveland meeting of 
the Medical Association the position of the As- 
sociation was further defined in an affirmation 
popularly known as the “ten points”: 

1. All features of medical service in any 
method of medical practice should be under the 


control of the medical profession. No other 
body or individual is legally or educationally 
equipped to exercise such control. 

2. No third party must be permitted to come 
between the patient and his physician in any 
medical relation. All responsibility for the 
character of medical service must be borne by 
the profession. 

3. Patients must have absolute freedom to 
choose a legally qualified doctor of medicine who 
will serve them from among all those qualified 
to practice and who are willing to give service. 

4. The method of giving the service must 
retain a permanent, confidential relation be- 
tween the patient and a “family physician.” This 
relation must be the fundamental and dominat- 
ing feature of any system. 

5. All medical phases of all institutions in- 
volved in the medical service should be under 
professional control, it being understood that 
hospital service and medical service be consid- 
ered separately. These institutions are but ex- 
pansions of the equipment of the physician. He 
is the only one whom the laws of all nations 
recognize as competent to use them in the de- 
livery of service. The medical profession alone 
can determine the adequacy and character of 
such institutions. Their value depends on their 
operation according to medical standards. 


6. In whatsoever way the cost of medical 
service may be distributed, it should be paid for 
by the patient in accordance with his income 
status and in a manner that is mutually satisfac- 
tory. 

7. Medical service must have no connection 
with any cash benefits. 

8. Any form of medical service should in- 
clude within its scope all legally qualified doc- 
tors of medicine of the locality covered by its 


operation who wish to give service under the 
conditions established. 


9. Systems for the relief of low income 
classes should be limited strictly to those below 
the “comfort level” standard of incomes. 

10. There should be no restrictions on treat- 
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ment or prescribing not formulated and en- 
forced by the organized medical profession. 

This declaration of principles constitutes the 
present platform of organized medicine. It is a 
description of fundamental bases from which 
the medical profession may advance to meet new 
social currents and lead them toward construc- 
tive solutions of the problems of medical care. 

In many state medical and county medical 
societies during the past three years, standing 
upon the platform of the ten points just quoted, 
many plans have been discussed for providing 
new methods of medical service having in mind 
benefits to the sick as well as to the physicians 
who serve them. None of these plans have had 
more than local value, but they reflect the 
anxiety of the medical profession to assume 
progressive leadership. 

On January 9, the Trustees of the American 
Medical Association formulated a new statement 
designed to meet new conditions affecting medi- 
cal practice which will grow out of the new 
Social Security law. The objectives are to co- 
ordinate all of the governmental bureaus now 
concerned in matters concerning the health of 
the American people into one department and 
to clarify our policy concerning the care of the 
medical indigent. 

The following statement of the Trustees was 
adopted without a dissenting voice: 


Reorganization of Government Medical Activities 

Recognizing that committees of the Senate, and of 
the House of Representatives of the United States 
Government, and a special committee appointed by the 
President are at this time concerning themselves with 
the reorganization of government activities with a 
view to greater efficiency and economy, and recognizing 
also that the President, in his opening message to the 
Congress, indicated that he would shortly present to 
the Congress recommendations for such reorganiza- 
tions of government activities in the executive branches, 
and recognizing moreover the great desirability that 
all activities of the Federal Government having to do 
with the promotion of health and the prevention of 
disease might with advantage be consolidated in one 
department and under one head, the Board of Trustees 
of the American Medical Association recommends that 
such health activities as now exist be consolidated in 
a single department which should not, however, be 
subservient to any other charitable, conservatory, or 
any other governmental interest. It has been repeated- 
ly said that public health is the first problem of the 
State. It is the opinion of the Board of Trustees 
that health activities of the government, except those 
concerned with the military establishments, should not 
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be subservient to any other departmental interests. 
This reorganization and consolidation of medical de- 
partments need not, under present circumstances, in- 
yolve any expansion or extension of governmental 
health activities but should serve actually to consolidate 
and thus to eliminate such duplications.as exist. 

It is also the view of the Board of Trustees that the 
supervision and direction of such medical or . health 
department should be in the hands of a competently 
trained physician experienced in executive administra- 
tion. on: / 


Extension of Medical Service to the Indigent 

The advances of medical science and the increasing 
ability of scientific medicine to serve the public in 
health and disease have created new problems of medi- 
cal service and medical costs. 

In the past, the medical profession has always been 
willing to give of its utmnst for the care of those un- 
able to pay. The available evidence indicates that 
today throughout the United States the indigent are 
being given a high quality. of medical care and medi- 
cal service. Nevertheless the advances of medical 
science have created situations in which a group of 
the population neither wholly indigent nor fully com- 
petent financially find themselves under some circum- 
stances unable to meet the costs of unusual medical 
procedures. The Board of Trustees of the American 
Medical Association points out the willingness of the 
medical profession to do its unmost today, as in the 
past, to provide adequate medical service for all of 
these unable to pay either in whole or in part. Mem- 
bers of the medical profession locally and in the 
various states are ready and willing to codperate with 
other agencies in ways and means for meeting the 
problem of providing medical service and diagnostic 
laboratory facilities for all requiring such service and 
not able to meet the full cost thereof. These are 
financial and administrative problems of local and state 
adminstration primarily rather than problems of fed- 
eral responsibility. The willingness of the medical pro- 
fession to adjust its services so as to provide adequate 
medical care for all the people does not constitute 


in any sense of the word. an endorsement of health 
insurance either voluntary or compulsory as a means 
of meeting the situation. 


On January 12, in a message to the Congress, 
the President proposes to reorganize the func- 
tion of the government departments and creating 
two new cabinet positions, a Secretary of Social 
Welfare and a Secretary of Public Works. The 
department of Social Welfare is created “to ad- 
vise on social welfare, administer health, educa- 
tional and security activities; protect consumers, 
administer relief grants, conduct Federal aspects 
of the security program (pensions, etc.), ad- 
minister Federal charitable, corrective and penal 
institutions and parole and. probation laws.” If 
this meets the approval of the congress, medicine 
will be placed under the direction and control 
of welfare workers and will be a direct denial 
of the desires of organized medicine. The 
physician of the future will be deeply concerned 
in this new alignment. The matter is brought to 
your attention today because I believe that your 
vital necessity demands that you become militant- 
ly active at the earliest possible moment. 


Medical care for all Americans is a magnifi- 


cient challenge. The most effective way.to ap- 
proach it seems to me to lie through education. 
Education of the doctor himself concerning all 
the social problems concerned in the public 
health—education in the literal and technical 
execution of known methods of treatment—edu- 
cation of those who represent the public in legis- 
lative or administrative capacities and continuous 
education of all the people in the elemental func- 
tions of disease prevention. 
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Y part in tonight’s program is to bring to 
you how one relatively small bureau in 
the Federal Government, charged with the large 
responsibility of the interests of children, is view- 










you, know, the Children’s Bureau was created 
by an Act of Congress twenty-five years ago 
and instructed to investigate and report upon 
all phases of child life among all classes of the 
people. The problems of infant mortality and 
causes of disease and illness among children 
were specifically mentioned in the act. From its 
inception, the Bureau has followed this mandate, 
has studied conditions underlying infant and ma- 
ternal mortality and has reported upon the eco- 
nomic, social and medical factors underlying the 
high mortality rates and certain types of illness 
or deficient nutrition among children. 

If any one fact has emerged from these studies 
that is of more significance than others to the 
welfare of children, it is that an adequate stand- 
ard of living for the family is basic to all other 
factors. Such a standard of living to be ade- 
quate must include, in addition to food, shelter 
and clothing, provision for medical care and 
for health supervision. 






















Without such provision, 
a vicious circle is established, for inadequate 
medical care and lack of preventive health serv- 
ices increase the economic burden while poverty 
itself is responsible for much undernutrition 
and in large measure for insufficient and inade- 
quate treatment of sickness. To raise the stand- 
ard of living for families to a level at which 
each family can provide for itself the necessities 
of life, including medical care, and at which 
children may grow and develop properly, should 
undoubtedly be the ultimate goal. Naturally, 
public effort has been directed first toward pro- 
vision of food, shelter and clothing for those 
unable to provide these rudiments of life, while 
provision for medical care, for prevention of 
disease, has been largely thought of as an 



















“Read before the Congress of Allied Professions in conjunc- 
tion with the annual meeting of the Minnesota State Medical 
Association, Saint Paul, Minnesota, May 3, 1937. 
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ing this problem of health and medical care. As’ 








extra to be supplied only when absolutely neces. 
sary, when sickness has actually occurred and 
public opinion demands that care be given. Vol- 
untary help through privately supported institu- 
tions, through the free service given by thov- 
sands of physicians, has been relied upon as one 
of the main sources of care. State and local 
governments for many years have contributed to 
certain phases of the problem, such as care of 
the insane, the tuberculous, the chronically ill 
and aged, and to some extent the acutely ill, in- 
cluding maternity care. Federal, State and local 
governments have provided certain limited re- 
sources for the control of communicable disease, 
and for general sanitary measures; in still more 
limited fashion has government provided for 
health education and supervision of the health 
of the family. 

During the past decade it has become increas- 
ingly apparent that if adequate provision for 
health supervision and medical care is to be 
made for families of low income, government 
must contribute to the program. Admittedly 
there is a widespread need for more adequate 
health facilities, and in many areas of the coun- 
try and among special groups in the population 
a need for more extensive provision of medical 
care. 

For that large and important part of the popu- 
lation that comes under the purview of the 
Children’s Bureau, the mothers and children, the 
need for increased resources and facilities for 
medical care, especially in rural areas and in 
the small cities, cannot be gainsaid. To be sure, 
the drop in the infant mortality rate for the 
first year of life has been striking during the 
past quarter century, but if we examine the 
data more closely we find that the death rate 
of infants under one month of age has declined 
but little during this time, and the rate under 
one week almost none at all. In 1934, 73 thou- 
sand infants died under one month of age, 57 
thousand of them under one week; and 78 thou- 
sand stillbirths were reported. 
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maternal mortality rate that was high in 1915 
when the girth registration area was established, 
sixty-two for each 10,000 live births, is still al- 
most as high today. In 1935, a total of 12,544 
women died in the United States from causes 
attributed directly to pregnancy and childbirth, 
or fifty-eight for every 10,000 live births. Ap- 
proximately one quarter as many again died 
from other conditions associated with pregnancy, 
such as tuberculosis, chronic nephritis or heart 
disease. The economic waste and the human 
tragedy that these 15,000 or more deaths repre- 
sent shocks us anew each year as the death rates 
are given out. Furthermore, we know that at 
least half and probably more than half of these 
deaths of mothers are preventable, and yet, as 
a people, we do not take the steps necessary to 
provide the proper care that would save thou- 
sands of lives of mothers annually and an even 
greater number of newborn infants. 


The past two decades have witnessed a wide- 
spread dissemination of knowledge regarding 
standards of prenatal care and infant care, but 
of what value is such knowledge if we do not 
provide resources to make such care available 
for all women who cannot provide it for them- 
selves. Recent reports of activities from a con- 
siderable number of the full-time county health 
units indicate that even in these best equipped 
areas prenatal nursing supervision is still most 
inadequate. In only a few of these rural com- 
munities is prenatal nursing supervision reason- 
ably widespread. What should concern us still 
more, however, is that so comparatively little 
has been done outside the larger cities to make 
available the resources that are necessary to pro- 
vide adequate care for these mothers at time of 
delivery, either care in the home by qualified 
local physicians assisted by nurses, or care in 
the hospitals when necessary. Little has been 
done to provide obstetric and pediatric consulta- 
tion service to assist the general practitioner in 
the rural or semi-rural areas. If women’s lives 
are to be saved, the basis for assistance must 
be their need of adequate medical care as well as 
their economic need. 


For children, too, facilities and resources for 
providing necessary corrections of handicapping 
defects and medical care in illness are often 
lacking, more often in the smaller cities and 
towns, or in rural areas where there are no 
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public or voluntary hospitals and clinics, or 
where funds do not exist or are inadequate to 
pay for care. One of the most serious difficul- 
ties with which the public health official and the 
public health nurse are faced today is this lack 
of resources to provide the medical and dental 
care needed to correct obvious handicapping de- 
fects in children. Local physicians are repeat- 
edly giving their services for the most urgent 
cases, but there is a limit to what a public health 
nurse can ask of a willing doctor and to what 
a willing doctor can give. In some cases, groups 
of citizens raise funds to meet hospital costs for 
a certain number of cases, public funds provide 
the means to care for others. But who can talk 
long with a public health nurse whose work is 
in the rural areas and not hear of many medical 
needs among mothers and children that are not 
being met, both those that are really preventive 
in character and those that are strictly curative? 
To supply the needs of undernourished children 
is of major importance in their growth and de- 
velopment, but the efforts of both doctor and 
nurse may utterly fail because there is neither 
money for the necessary food nor for the neces- 
sary medical and dental care. Quite justifiable 
is the skepticism with which many nurses and 
physicians come to view routine examinations 
where there can be little or no follow-up medi- 
cal or hospital or dental care for those unable 
to pay for it. 


What is the answer to all this? At the present 
time there is probably no one answer that will 
solve the problem of medical care for all who 
cannot provide it for themselves. The recent re- 
port entitled American Medicine, published by 
the American Foundation, gives a wide range of 
solutions suggested by medical men and women 


of greatly diversified interests. One contributor 
who viewed the problems of his state with the 
gravest concern suggests that “the first step, 
surely, is to define ‘adequate medical care,’ and 
the next step is to employ cost accountants to 
estimate its cost.” We have no accurate figures 
as to the number of children in the United 
States who do not receive necessary care either 
for economic reasons or because they live in re- 
gions where skilled care is inaccessible, but there 
are many indications that the number is very 
large. We have no accurate figures as to how 
many women in the United States have no medi- 
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cal attendant at delivery or how many have in- 
sufficient care. We do know that several thou- 
sand die each year and many thousand more are 
physically handicapped for lack of proper care, 
and that for hundreds of thousands nursing care 
at delivery is not available. 


This afternoon Miss Beckey spoke of the 
needs of families with incomes under $2,000 and 
commented on their ability to pay for medical 
‘care. Let us look at another group in our popu- 
lation. It has recently been estimated that in 
families living in rural areas and in the smaller 
cities whose total annual income, including home 
produce, is less than $500, somewhere between 
350,000 and 400,000 births occur annually. If 
we raise this income level somewhat and con- 
sider families with total incomes of $750 annual- 
ly, we find that there would be included more 
than half a million births or over one quarter of 
the total for the country. Should we raise the 
income level to $1,250, nearly one-half of all 
births would be included. No one would ques- 
tion, I believe, the inability of a family living 
at these low income levels to pay for all the costs 
of adequate maternity care. And yet these ru- 
ral mothers and their newborn infants need the 
care quite as much as do those in the large 
cities who can go to clinics and hospitals. 


With the passage of the Social Security Act 
there came into existence through part 1 of title 
V, a program of maternal and child health which 
up to the present time has been limited almost 
entirely to the preventive and health education- 
al aspects of the maternal care and child health 
program and to the development of sound state 
and local administrative organizations on which 
an expanding program could be built. In gen- 
eral, the state plans have developed the principle 
of local responsibility for maternal and child 
health work, placing the programs under the 
county or district health departments. The as- 
sistance and cooperation of local practicing phy- 
sicians have been sought and in an increasing 
number of communities these local physicians 
have been paid in some measure for the time 
they give to the prenatal or child health work. 
The amount of money available to the several 
states has not been adequate, however, to in- 
clude payment to physicians for delivery care 
and such payments have not yet been made un- 


der any plan. In a few rural areas nurses are 
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being provided to assist physicians at delivery, g 
service that is of greatest importance ij ade. 
quate care is to be given, but one that is ob. 
viously costly and difficult to organize. Under 
present plans, funds have not been sufficient 
to provide payment to physicians for correction 
of physical defects in children or to dentists for 
more than dental prophylaxis. A large number 
of states (38) have set aside funds to provide 
postgraduate courses in obstetrics and pediatrics 
for physicians practicing in the smaller cities and 
towns and in the rural areas. The interest that 
has been shown and the universal approval that 
has been given bodes well for the development 
of postgraduate opportunities in these two spe- 
cialties and higher standards of work in the 
future. 

Under this part of the act, then, services up 
to the present time have been preventive and 
educational. 

Under part 2 of title V of the Social Security 
Act, however, there came into existence a pro- 
gram that was admittedly one of medical care 
to be developed through grants in aid from the 
Federal Government to the responsible state 
agency. I refer, of course, to the program for 
crippled children. The act specifically requires 
that the plans submitted by the states to the 
Children’s Bureau for approval shall include 
provision for locating crippled children, and for 
providing medical, surgical, corrective, and other 
services and care, and facilities for diagnosis, 
hospitalization, and after-care, for children who 
are crippled or who are suffering from condi- 
tions which lead to crippling. 

Forty-two States, Alaska and Hawaii are ac- 
tively codperating under this part of the act. A 
plan has been approved for the District of Co- 
lumbia but is not yet in operation. Of the six 
remaining states, five have recently designated 
the agency that will be responsible for admin- 
istration and plans for actual codperation are 
being formulated. In view of the fact that, prior 
to the passage of the Social Security Act, only 
ten states had a well established plan along the 
lines set up by the Federal act, there would seem 
to be little if any doubt that on the whole the 
states have welcomed the assistance and prompt- 
ly sought ways and means of putting it in oper- 
ation. 


On the face of it, this program for crippled 
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children is an appealing one, one in which the 
cost of medical care is high, too high for the 
average family to bear, one in which the treat- 
ment in a majority of cases brings about marked 
improvement, if not cure, and puts the child on 
the road to becoming a self-sustaining citizen. 
The program is entirely one of medical care, 
either curative treatment of the child who is 
already crippled or preventive care of the child 
who is suffering from a disease that may lead to 
crippling, as, for instance, poliomeyitis or acute 
rheumatic fever. The act requires that the 
plans provide for care after hospitalization. This 
is interpreted as including not only medical or 
surgical after-care, but adequate social services 
to insure as satisfactory social adjustment of the 
child in his home as may be possible or the 
necessary adaptation of his environment to meet 
his needs even to the extent of finding tem- 
porary foster home care when necessary. Plans 
for coOperation with the state agency charged 
with vocational rehabilitation are insured by the 
requirements of the Federal act. 


From the time when this part of the Social 
Security Act was first under consideration, the 


precedent-setting character of the program has 
been appreciated and during the fifteen months 
of its operation certain policies have been for- 
mulated with a view first to giving the best possi- 
ble care to the child through the provision of 
adequate and continuous service, and second to 
establishing ‘satisfactory principles for the ex- 


penditure of public funds by governmental 
agencies. To insure adequate service the State 
agencies have been setting up standards for the 
qualifications and selection of personnel, for 
hospital facilities and equipment, for convales- 
cent care. The state agencies have in many 
cases surveyed their medical and surgical and 
hospital resources from a geographical point of 
view so as to bring the service required as close 
to the child’s home as was possible, always con- 
sidering first the adequacy of the service to be 
rendered. As a result, a variety of plans for 
centralization or for decentralization of service 
has been evolved by different states. In all states 
having approved plans, careful considera- 
tion has been given to the qualifications 
of those in administrative control, of the 
full-time field staff—nurses, social workers, 
physical therapists—of the surgeons who 
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render orthopedic or plastic surgical care, 
of the pediatricians, neurologists and other 
medical men who provide consultative service, of 
the technical staffs of hospitals and convalescent 
homes, and of the local field workers. Recom- 
mendations with regard to qualifications of per- 
sonnel that have been made by national profes- 
sional organizations and standards for certifica- 
tion by the various medical boards are being 
recognized and used by the responsible state 
agencies to set their standards for selection of 
personnel. The recommendation by the Confer- 
ence of State and Territorial Health Officers 
that the program for crippled children should 
be under medical direction is resulting in an in- 
creased number of appointments of physicians 
to positions of leadership. The requirement of 
the Social Security Act itself that a state plan 
to be approved must show evidence of coopera- 
tion with medical, health, nursing, and welfare 
groups and organizations has meant that medical 
men as well as other professional groups, are in 
all cases being consulted in the working out of 
the program. Technical advisory committees of 
orthopedic surgeons, pediatricians, and other 
medical men have been appointed in thirty states 
and in most cases are being actively used in a 
consultative capacity. Surgical and medical fees, 
hospital rates and costs are being reviewed in 
many states and by the Children’s Bureau to 
arrive at an equitable and fair basis for payment 
which considers on the one hand the amount of 
time required, the responsibility involved, and 
the technical skill demanded of physicians and 
surgeons and on the other hand the limited pub- 
lic funds available for paying for all types of 
service. 


Policies of administration that have to do with 
state-wide provision of facilities for case finding, 
diagnosis, hospitalization, medical and surgical 
care, convalescent care and medical and social 
after-care have been and are being evolved slow- 
ly and the experience of the better organized 
states is made available to those with newly 
organized programs through the field consultants 
from the Children’s Bureau. 


During this first period of formulation of 
plans and actual organization of activities a great 
deal has been accomplished toward keeping 
standards of care high without laying down a 
body of rules and regulations. Certain policies 
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have emerged which as they prove valuable and 
generally applicable will be established as prec- 
edents to be followed until better ones are estab- 
lished by experience. The policy of administra- 
tion of public funds by public agencies has long 
been accepted as sound. From the beginning the 
Children’s Bureau has followed this policy. That 
the public agencies need the active support of 
professional organizations and citizens’ groups 
has also been recognized by the Children’s Bu- 
reau as of primary importance in establishing 
and maintaining standards of performance. 


One of the conditions of approval by the Chil- 
dren’s Bureau laid down in the Federal Act is 
that the plan shall show evidence that there will 
be efficient operation of the program. To assist 
it in developing policies as to what is involved in 
efficient operation, the Children’s Bureau has 
invited leading orthopedists, pediatricians, pub- 
lic health nurses, medical social workers, phys- 
ical therapists, and others to meet as an advi- 
sory committee. Already their recommendations 
with respect to certain minimum standards of 
procedure have influenced and given support to 
the nation-wide program that is immeasurable. 
Many problems, however, yet remain to be 
solved, both technical and administrative, but 
we believe they can and will be taken care 
of as the work proceeds. 


At the recent meetings in Washington of the 
General Advisory Committee on services under 
the Social Security Act, strong recommendations 
were made to the Children’s Bureau by the spe- 
cial committee on maternal and child health that 
the work under part 1 of title V be increased 
and that funds be made available, especially in 
rural areas, for more adequate maternity care 
and care of the newborn. The recommendations 
included these types of care: (1) That given lo- 
cally by qualified general practitioners and nurses 
in the home at time of delivery, for all women 
unable to provide such care for themselves either 
for economic reasons or because of inaccessibil- 
ity of adequate care; (2) obstetric and pediatric 
consultation service where such is not available; 
and (3) hospitalization for women in need of it 
either for medical or for economic or social rea- 
sons. The committee further endorsed the pro- 
gram of postgraduate education now being de- 
veloped, and recommended the establishment of 
centers of postgraduate training for physicians 
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and nurses in obstetrics and care of the new. 
born, a need that was thought to be very urgent, 
Finally the committee recognized the right of the 
patient to select her own physician and the ne- 
cessity and desirability of codperation with the 
national, state and local medical organizations 
in the working out of any plan. 


If increased resources ever make such an 
expansion of program possible, the experience 
gained in developing the crippled children’s pro- 
gram would form a basis for policies to be laid 
down in working out such a maternal care pro- 
gram. Problems such as qualifications of per- 
sonnel might be more difficult to solve since the 
greatest proportion of all maternity care is given 
not by specialists, as in the case of orthopedists 
caring for certain types of crippled children, but 
by the general practitioners. The need for provid- 
ing obstetric and pediatric consultant services in 
rural areas would be a problem unlike any pre- 
sented in the crippled children’s program and yet 
one of utmost importance in a maternity service. 
On the other hand, certain of the policies with 
respect to hospitalization might well be as ap- 
plicable to maternal care as to care of crippled 
children. 


Should such an expansion of the work under 
the maternal and child health sections of the 
Social Security Act as recommended by the 
Bureau’s Advisory Committee come about, it 
would be welcomed not only by the Children’s 
Bureau, but by the state health officers, for the 
need of assistance in the maternal care field is 
probably seen more clearly and known to be 
most urgent by that group. At their recent con- 
ference in Washington the state health officers 
adopted a report of their committee on maternal 
and child health and went on record as urging 
the extension of this program. Their recom- 
mendation followed similar lines to those of the 
advisory committee with respect to increased re- 
sources for maternity care and care of the new- 
born, but stressed the need for improved train- 
ing in obstetrics in the undergraduate curricula 
of medical schools as well as in postgraduate ed- 
ucation. I have gone at some length into the 
plans and policies that have been developed in 
administering the crippled children’s program 
because it can be regarded as an example of 
how one category of medical care operating un- 
der a state agency on a state-wide basis with 
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the assistance of grants in aid from the Federal 
Government can be handled to the apparent sat- 
isfaction of most of those concerned. It is our 
belief that there are certain other categories of 
medical care that by the very nature of the need 
must be universal in their operation for those in 
the population who are unable to provide the 
care for themselves either for economic reasons 
or because of inaccessibility of adequate care. 
Maternity care is one. Sooner or later, through 
public funds, government must increase aid now 
given for this type of care for women, especially 
women in rural areas who live out of reach of 
specialists and hospitals or even out of easy 
reach of general practitioners. Already a be- 
ginning has been made through some relief or 


welfare departments, but that further develop- 
ment should be under the auspices of the state 
health departments in conjunction with the pres- 
ent preventive maternal care programs seems 
essential. Medical direction and leadership and 
fair compensation for services rendered, an un- 
derstanding of the economic and social problems 
involved, and codperative planning with welfare 
and relief agencies are of utmost importance if 
the care is to be adequate and standards of serv- 
ice high. 

By proceeding forward step by step in this 
very complex problem of medical care the 
ground will be laid most soundly for the ac- 
complishment of our ultimate goal of good medi- 
cal care for all the American people. 
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T is well known that control measures directed 

against the transmission of prenatal syphilis 
from the mother to the unborn child strike a 
more popular appeal than any other activity in 
the campaign against this disease. From a theo- 
retical standpoint the prevention of this trans- 
mission should be easy. There are four crucial 
points in control: (1) an educational program 
teaching women the need of reporting for pre- 
natal care as soon as pregnancy becomes known; 
(2) the institution of measures to insure co- 
ordination of the work of venereal disease con- 
trol and prenatal hygiene units; (3) an attempt 
by interested agencies to gain the codperation of 
all physicians who do obstetrical practice to take 
a blood specimen as soon as the patient presents 
herself; and (4) the development of proper 
facilities for the administration of adequate 
treatment to the infected woman during each 
pregnancv. From a practical standpoint, how- 
ever, we know that health programs and medical 
activities have not as yet been so efficiently co- 
ordinated that transmission of syphilis from the 
mother to the unborn child is prevented to an 
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“cent. 


extent which approximates the possibilities exist- 
ing through the application of present knowledge. 


The Problem 

The damage done by prenatal syphilis is in- 
calculable. It is estimated that there are 25,000 
fetal deaths from prenatal syphilis every year 
in the United States. While syphilis is not a 
direct cause of sterility in a large percentage of 
cases, it frequently causes childless marriages 
through death of the fetus. The mortality of 
children from prenatal syphilis after birth is 
very high among the children of syphilitic fam- 
ilies. A study by Jeans and Cooke* of 610 
syphilitic infants showed a mortality of 26.6 per 
In addition to the death of more than a 
fourth of these children, most of them are 
handicapped throughout life by various forms 
of disability. Probably few of them measure up 
absolutely to the standard of the normal human 
being and not more than a third are able to lead 
even approximately normal lives. The incidence 
of disease among them is higher than among 
the children of normal parents. A very high 
percentage suffer defective eyesight caused in 
the majority of cases by interstitial keratitis. 
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Chorioretinitis and iritis occur infrequently. 
Fournier reports eye lesions in 78 per cent of 
syphilitic children, including interstitial keratitis 
in 52 per cent. Jeans and Cooke found keratitis 
in 63 per cent of children over five years of age 
with acute syphilis. Lennarson and Jeans* report 
a group of 247: syphilitic children in 143 of 
whom special examinations of the eye were 
made. Syphilitic lesions of the eye were found 
in 38 per cent of the whole group and 66 per 
cent of those in whom special examinations of 
the eye were made. Cole? reviews a study made 
by the Codperative Clinical Group of 1,010 cases 
of late prenatal syphilis kept under observation 
or treatment for two years or more. Approxi- 
mately one-third of the patients had interstitial 
keratitis. He concludes that a patient with late 
prenatal syphilis is in constant danger of inter- 
stitial keratitis up to the age of twenty-five un- 
less he is given adequate antisyphilitic treatment. 
The best preventive treatment for interstitial 
keratitis is the use of adequate continuous treat- 
ment for all latent prenatal syphilitic children. 
Thirty-six per cent of untreated prenatal syph- 
ilitic children develop interstitial keratitis as 
compared with 2 per cent of such patients who 
have received modern antisyphilitic treatment. 
The patient should not be allowed to go through 
the attack of interstitial keratitis without anti- 
syphilitic treatment. It was found that six times 
as many untreated as treated patients lost useful 
vision from the disease. 

Stokes® reports neurosyphilis in 26 per cent 
of 202 prenatal cases examined, mental retarda- 
tion in 25 per cent, nervousness in 22 per cent 
and deafness in 10 per cent. 

Prevention Through Treatment 

It is pitiable that thousands of children should 
be brought into the world with such a heavy 
burden of physical and mental disability, and 
incredible that this should be allowed to continue, 
since congenital syphilis is preventable. It has 
been said that to enjoy good health it is neces- 
sary to begin with one’s grandfather. Certainly 
to prevent congenital syphilis a beginning must 
be made, as a rule, with the father. The greater 
part of familial infection is probably traceable 
to the premarital infection of the male parent. 
Fournier found that 75 per cent of his syphilitic 
women patients acquired the infection from their 
husbands. The Solomons* estimate that 80 to 
90 per cent of syphilitic husbands acquire their 
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syphilis before marriage, and Stokes’ examina- 
tion of a rural American clientele showed that 
over 90 per cent of exposure to syphilis in men 
occurs before marriage and this is the indirect 
source of prenatal infection. 


One of the first steps in prevention is the 
development in adolescents of a sense of re- 
sponsibility for the health of future generations, 
This may be accomplished by education. 

Another step in the prevention of the pre. 
natal transmission of syphilis, particularly im- 
portant because it may be applied on a national 
basis at once, is the legal requirement of a 
certificate of freedom from venereal disease as 
a necessary condition for marriage. There is 
some form of legal enactment on this subject 
now in twenty-six states. Some, however, only 
require a statement from the contracting parties 
that they are free of disease. A medical certifi- 
cate and a mandatory serologic test for syphilis 
should be required in all states. Such a law 
tends.to cause both contracting parties to see to 
it that they are fit for marriage before under- 
taking the step. The necessary visit to the 
physician makes it possible for the latter to have 
a frank talk on the subject of venereal disease 
and its consequences with those contemplating 
matrimony. 

The most effective method for the prevention 
of prenatal syphilis, the effectiveness of which 
has been proved beyond doubt, is the routine 
examination of pregnant women and their treat- 
ment if they are found to be infected. 

A study of syphilis in pregnancy made by the 
five codperating clinics' based on examination 
of 603 pregnant syphilitic women shows that 
where early and adequate antisyphilitic treat- 
ment is received, 91 per cent of the women give 
birth to normal apparently non-syphilitic children 
when the treatment is begun before the fifth 
month. This is in sharp contrast with the results 
in untreated cases, where only 17 per cent of the 
children are born healthy and 83 per cent are 
born dead or with congenital syphilis. Even 
when treatment cannot be started before the 
fifth month, healthy children will be born to 65 
per cent of the women who receive any amount 
of treatment at any time during pregnancy. All 
of the findings of the Codperative Clinical Group 
confirm the observations of McCord® with re- 
gard to the possibilities of prenatal syphilis con- 
trol. 
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Many physicians object to the use of routine 
Wassermann tests in all pregnant women. Some 
say that their patients belong to the upper classes 
and that they could not possibly have syphilis. 
Others, that there are so few syphilitic women 
among their clientele that it would not be fair to 
subject all of them to the annoyance of having 
the test made. And still others, that the average 
well-bred woman would be insulted at the sug- 
gestion of having a Wassermann test made. 

It is true that the physician rarely sees evi- 
dence of syphilis in his pregnant patients because 
it is latent and only revealed by a blood test. 
Often the woman does not even know that she 
has had syphilis until the birth of a syphilitic 
child reveals the fact. There is abundant evi- 
dence to show that no class of the population is 
entirely free of syphilis and though it may not 
be so common among the cultured as among the 
ignorant, the saving of only a few children from 
syphilitic infection would more than justify all 
the time, trouble and expense of the routine 
As a matter of fact, the very 
people among whom the disease is least prev- 
alent would probably be the readiest to submit 
to examination for the common good. The pres- 
ent syphilis control campaign is making the pre- 
vention of this form of the disease so well un- 
derstood that the cultured woman may often be 
expected in the future to demand a serologic 
blood test in pregnancy. 


Because there are occasionally pregnant syph- 


ilitic women who do not show a positive Wasser- 
mann reaction, a very careful history should be 
taken, including an inquiry as to the appearance 
in the past of suspicious lesions in the woman 
or her husband, and of miscarriages or still- 
births. In short, the obstetrician should always 
be on the alert for any evidence of syphilis. 

There need be no hesitancy in giving anti- 
syphilitic treatment to pregnant women as they 
tolerate it even better than nonpregnant women. 
Pregnancy in itself seems to a certain extent to 
act as treatment for syphilis as far as the woman 
is concerned. 

Adequate treatment of 
syphilis during pregnancy consists of at least 
ten injections of an arsenical drug and ten injec- 
tions of a heavy metal, begun before the fifth 
month and continued until the end of term. 
With such treatment, as has been noted, 91 per 
cent of the children were born normal and ap- 
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chemotherapeutic 


parently free of disease, according to the studies 
of the Codperative Clinical Group. With ade- 
quate amounts of arsphenamine and less than 
ten doses of heavy metal, 85 per cent of the 
children were healthy when treatment was be- 
gun before the fifth month, but only 55 per cent 
if it was started after the fifth month. With 
adequate amounts of heavy metal and less than 
ten doses of one of the arsphenamines, 75 per 
cent were normal if treatment was begun before 
the fifth month. Even with inadequate amounts 
of both arsenic and heavy metal 67 per cent of 
the children were living and apparently well 
when treatment was begun before the fifth 
month of pregnancy. When treatment was be- 
gun after the fifth month of pregnancy, with 
inadequate amounts of both drugs, only 62 per 
cent of the mothers gave birth to healthy, appar- 
ently nonsyphilitic children. 

In the codperating clinics alternating courses 
of arsenic and heavy metal were given rather 
than combined treatment with both drugs. No 
conclusions can be drawn from the material in 
regard to the comparative value of the alternate 
and combined methods of treatment as the latter 
was used chiefly in cases seen only toward the 
end of pregnancy when as intense an action as 
possible was desired in the short time available. 
Naturally, under these circumstances, the results 
would be poorer with combined than with alter- 
nate treatment. 

The results of pregnancy were distinctly bet- 
ter in women who have negative Wassermann 
reactions before and during pregnancy than in 
those who have positive reactions. Among a 
group of pregnant syphilitic women treated and 
untreated, who had negative Wassermann reac- 
tions before pregnancy, 74 per cent gave birth 
to living and apparently nonsyphilitic children, 
while among an equal group with positive reac- 
tions only 61 per cent delivered normal chil- 
-dren. Fifteen per cent of the children born to 
the latter group were living but syphilitic, while 
only five per cent of the children of mothers with 
negative Wassermann reactions were syphilitic. 
In a group of treated and untreated syphilitic 
women with negative Wassermann reactions 
during pregnancy, 81 per cent gave birth to liv- 
ing, apparently nonsyphilitic children, while only 
57 per cent of the expectant mothers with posi- 
tive reactions had living and apparently non- 
syphilitic babies. Almost twice as many children 
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were born alive but died later among the group 
with positive reactions as among those with 
negative reactions. A negative reaction during 
pregnancy gives a greater assurance of a normal 
child than a negative reaction before pregnancy. 

But only 28 per cent of syphilitic pregnant 
women even with negative Wassermann reac- 
tions, who were untreated both in previous 
pregnancies and the present pregnancy, gave 
birth to living and apparently nonsyphilitic chil- 
dren. When they were treated in a previous 
pregnancy but not in the present one, the per- 
centage of apparently nonsyphilitic children rose 
to 62, and when they were treated in the present 
pregnancy but not in the previous ones, the per- 
centage was 74. If adequate treatment was ad- 
ministered beginning early in the present preg- 
nancy it did not seem to make much difference 
whether the mother had been treated in previous 
pregnancies or not. Miscarriages were five 
times as numerous among the groups in which 
there had been no treatment in previous or 
present pregnancies as among the group treated 
during the present pregnancy. All the evidence 
indicates that every pregnant woman who has 
had syphilis should be given early and adequate 
treatment throughout every pregnancy, no mat- 
ter whether her Wassermann reaction is nega- 
tive or positive and no matter how long the time 
that has passed since her infection. The mother 
is a possible source of infection for the fetus 
long after she has become noninfectious from 
the standpoint of transmitting acquired syphilis. 


Coérdination of Interested Agencies 

The high percentage of normal children born 
to women who have been adequately treated 
would seem to make the problem of preventing 
congenital syphilis a very simple one. It is 
not so simple as it would seem, however, for the 
difficulty of getting women to come in for pre- 
natal care early in pregnancy still remains. In 
a study of antepartum visits in a typical rural 
community of the South, by MclIver,® it was 
found that among 189 women, 32, or 17 per cent, 
made known their pregnancy during the first 
four months to someone who might provide 
prenatal care, and 157, or 83 per cent, after the 
fifth month. Sixty-two per cent were not seen 
until the last three months of pregnancy. Even 
in more favored communities than that covered 
by this survey it is probable that less than one- 
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fourth of the patients report for antenatal ex. 
amination before the fifth ntonth of pregnancy. 
In a study made for the Massachusetts Society 
for Social Hygiene, Morris’? found that the ma- 
jority of syphilitic pregnant women were in the 
seventh month of pregnancy on their first visit 
to the clinic. Many patients do not report soon 
enough to be given any treatment before delivery 
and in many others the amount of treatment that 
can be given is not sufficient to protect the child. 
Here, as in so many fields in medicine, the prob- 
lem becomes one of education. The general 
public must be taught the necessity for examina- 
tion of every woman as soon as she becomes 
pregnant, not only for general obstetrical pur- 
poses but also for this special examination to 
exclude syphilis. Medical social workers, public 
health nurses, child and maternal welfare agen- 
cies, obstetricians and general practitioners must 
make every effort to impress on all women the 
necessity for early examination in pregnancy. 


Even if the mother comes for early prenatal 
care there is too often an unfortunate delay in 
beginning treatment after the diagnosis is made. 
Prenatal clinics in which the pregnant woman is 
given treatment for syphilis are too few. Often 
there is little or no codperation between the 
obstetrical section of a hospital and the syphilis 
clinic and patients are examined for pregnancy 
and treated for syphilis on different days. This 
increases the time and expense required of the 
prospective mother, who is often unable to af- 
ford either. Morris states that in one New 
England institution she investigated there was 
an average interval of six weeks between the 
finding of a positive blood test in the prenatal 
clinic and the beginning of treatment at the 
syphilis clinic. This delay can be greatly reduced 
by taking blood for a test on the day the woman 
reports to the antenatal clinic, having her re- 
port for her second visit a week later, and be- 
ginning antisyphilitic treatment at once at the 
antenatal clinic if the result is positive. 


Conclusions 
1. Proper treatment started before the fifth 
month of pregnancy insures the birth of a 
healthy child in 91 per cent of the patients. 
2. The untreated syphilitic pregnant woman 
bears a healthy child in only 17 per cent of the 
cases. 


MINNESOTA 


MEDICINE 


3. | 
fifth m 
cent ot 
ceived 
bore he 

4. ° 
obstetr 
syphih: 
usually 
syphilt 

5. 
pregna 
of an 
minist 
month 

6. 
report 
of pre 
wome 


l’, 


fairly 
tion 

those 
the 1 
mal. 


repre 
in th 
The 
dica' 





lancy, 
ociety 
¢ ma- 
n the 
Visit 
soon 
livery 
t that 
child, 
prob- 
neral 
mina- 
“omes 
pur- 
m to 
yublic 
agen- 
must 
n the 
cy. 
natal 
ay in 
nade 
an is 
ften 
| the 
philis 
ancy 
This 
f the 
> af- 
New 
was 
1 the 
natal 
the 
uced 
yman 
 re- 
1 be- 
the 


EMOTIONAL 
o 


3. If treatment cannot be started before the 
fifth month it is still worth while, since 65 per 
cent of the syphilitic pregnant women who re- 
ceived treatment at any time during pregnancy 
pore healthy children. 

4. The physician in general practice or the 
obstetrician rarely clinical 
syphihs in prenatal cases because the infection is 
latent. 


sees evidence of 


usually A routine serologic test for 
syphilis must be employed to find these cases. 

5. Adequate treatment of syphilis during 
pregnancy consists of at least ten injections each 
of an arsenical drug and a heavy metal, the ad- 
ministration of which is begun before the fifth 


month and continued until the end of the term. 

6. Less than one-fourth of pregnant women 
report for prenatal care before the fifth month 
of pregnancy. An educational program to teach 
women the need for seeking antepartum care 
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early in pregnancy is of great importance in the 
control of prenatal syphilis. 
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A COMMON TYPE OF EMOTIONAL PROBLEM ENCOUNTERED 
AMONG COLLEGE STUDENTS* 
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ys psychiatric practice where the illnesses are 
well developed, one has the advantage of a 
fairly well established terminology and classifica- 
tion which he lacks when attempting to discuss 
those cases which lie in the border line between 
the recognizably pathological and so-called nor- 
mal. The two thousand cases of college students 
representing the background for this paper lie 
in this field where there are no names for things. 
The lack of nosological classification really in- 
dicates that investigation has not even reached 
the descriptive stage where types of problems 
are recognized, much less to the point where 
these types are named, their etiology investi- 
gated, and prognosis established. This paper is 
an attempt to pick out, from this area, a syn- 
drome, to describe it, and at least to speculate 
about its causes; also to indicate its possible 
etiological relationship to schizophrenia. It 
would appear to be important to investigate the 
possibility that the conditions met with in these 
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~ problems encountered in normal people. 


mild cases are actually the early stages of the 
serious mental illnesses. I cannot hope to prove 
such a thesis, but I can at least show a striking 
resemblance between the less serious cases and 
the more serious ones, and between the more 
serious ones and schizophrenia. My justification 
for this is that, as a rule, psychiatric medical 
practice has been so organized that only the most 
exaggerated types of emotional disorder have 
come under the notice of the psychiatrist. Con- 
sequently, there has been little opportunity to 
observe the resemblances between such an ill- 
ness as dementia precox and the minor emotional 
The 
general physician or the specialists in various 
other branches of medicine, when they have 
encountered the less striking manifestations, 
have either not been very interested, or have 
not recognized them as things of importance. 
Because of this, the profession has had little ex- 
perience in investigating the earlier stages of 
mental disease. As a result, practically all our 
theory and practice in psychiatry has been based 
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on observation and study of end-product condi- 
tions, supplemented by what could be gathered 
from incomplete histories takén from relatives 
and friends, or from the patient. This retro- 
spective history, taken after the event, is neces- 
sarily inadequate. Psychiatry has been in some- 
what the same position as medicine would be in 
regard to cardiac decompensation if physicians 
had had little opportunity to study the early 
stages of heart trouble, but had to rely entirely 
upon what relatives and the patient could tell 
them. Consequently, the prevalent opinion 
among physicians and even psychiatrists has 
been that the final illnesses which might be clas- 
sified as dementia precox, manic depressive 
psychosis, hysteria, psychoneuroses, etc., are en- 
tities quite distinct from the worries, cares, mild 
depressions, sexual disturbances, etc., of normal 
people. A sharp line is drawn between the so- 
called normal and the pathological. Seeing no 
connection between the two, the physician re- 
gards the normal disturbances as outside his 
field, as belonging to the minister, the teacher, 
etc., and the obviously pathological as being be- 
yond treatment. Consequently, the possibility of 
the existence of a relationship between the recog- 
nized mental illnesses and the emotional prob- 
lems of “normal” people has been given little 
study. 


The material in two thousand cases of college 
students offers an opportunity for such a study. 
Very few of them represent truly developed 
mental illnesses. The majority of these students 
have seen the psychiatrist for problems of which 
only the student was aware, or which even if 
they were known to others would not ordinarily 
have been considered indications of serious men- 
tal illness. They visit the psychiatrist because 
they are themselves troubled, but when they are 
not yet too disturbed to describe their condi- 
tion. This gives the psychiatrist an opportunity 
to observe the beginning; the development, and 
sometimes -the disappearance of symptoms; to 
speculate about the underlying mechanisms, and 
to observe similarities between these problems 
and patterns of reaction and those of the recog- 
nized mental diseases. 


In attempting to understand a fully developed 
case of mental illness, such as schizophrenia, we 
are handicapped from the beginning in finding 
out what the environmental factors are and how 
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they have influenced the patient—to understand 
how his illness is a reaction to his situation. The 
very confused and exaggerated behavior and 
speech of such a patient shuts us off from com- 
municating with him. We can no longer in- 
vestigate the events or the effect of events on 
the patient. If it is true that mental illnesses 
grow out of and are the result of the minor 
emotional problems, and the way these are 
handled by the patient, it follows that these ill- 
nesses themselves can only be understood by an 
examination of the minor emotional disorders 
of such a group as that comprised in our cases. 


In the absence of diagnostic classification, the 
variety of pathological material presented by the 
patients coming to a college psychiatrist, is be- 
wildering, to say the least. Cases differ so 
greatly in their superficial aspects, their com- 
plaints, the details of their situation, et cetera, 
that it is very difficult to group them according 
to similarities. Nevertheless, in the course of 
time they tend to group themselves loosely ac- 
cording to certain striking characteristics. As 
an example, one recognizes a group characterized 
by a strong tendency to get into trouble by re- 
sisting authority and convention; with an ag- 
gressive “chip-on-the-shoulder” attitude. The 
members of this group are remarkably similar in 
their behavior and in their philosophy that every- 
thing which has been accepted by people in the 
past is necessarily wrong, that they must go out 
of their way to fight any sort of convention, 
whether it touches them or not. They have a 
tendency to paranoid ideas, explosive and im- 
moral behavior. However great the variety of 
behavior and ideas exhibited by the members 
of this group, it is obvious that the central 
tendency is resistance to authority. 

Another group is characterized by a feeling of 
futility, boredom, and intellectual lassitude, ap- 
parently growing out of the failure to establish 
a professional and personal aim or goal. The 
members of another group are characterized by 
their resorting to extravagant methods of get- 
ting attention—methods which are often dra- 
matic, childish, and troublesome, both to them- 
selves. and others. These are only a few of the 
many, and from this welter I have picked out 
for discussion that group the members of which 
are characterized by self-consciousness, timidity, 
shyness, and a tendency to withdraw from con- 
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tact with other people. Although a very com- 
mon type in the general run of cases, it occurs 
no more frequently than many others. This 
self-consciousness group is represented by the 
following composite case : 


A young man between the ages of eighteen 
and fwenty-four. In appearance there is noth- 
ing to distinguish him from hundreds like him 
on the campus, except a noticeable shyness. 
Often, however, there is no evidence of this. 
Usually he is fairly well developed with no 
obvious physical defects. Physical examination 
is entirely negative. More often than not the 
musculature is poorly developed, but this is not 
always the case. There may, in fact, be evi- 
dence that the student has spent a great deal 
of time in building himself up physically. This 
is borne out by the history, which often shows 
that he has been concerned about his physical 
condition, even more than is ordinarily true of 
the adolescent. The patient reacts to examina- 
tion with a great deal of embarrassment. He 
holds himself rigidly ; sweats profusely, especial- 
ly in the palms. Often, sweat runs freely down 
the sides of the body from the axilla; he has a 
rapid heart beat and increased blood pressure, 
which falls later when the patient has become 
less embarrassed. He admits that examinations 
frighten him, although he doesn’t know why. 
If he has sufficient courage, the student often 
asks questions about the shape and condition of 
his body. These questions all indicate that he 
is afraid the physician will discover that there 
is something wrong about his build, often that 
it is not masculine enough. He has an idea that 
his hips are too wide, that he hasn’t enough 
hair on his chest, or that he has too much, that 
he is either knock-kneed or bow-legged, that his 
genitals are either too large or too small. There 
is excessive concern about these matters, and the 


patient shows extreme relief when they are - 


treated casually or when he is reassured. He is 
often suspicious that the examiner is not telling 
him the truth, that he is simply trying to re- 
assure him. He is likely to believe that he has 
defects when there is absolutely no basis for 
such a belief. When the falsity of the beliefs 
in these physical defects is demonstrated he 
will still retreat to the idea that there is some- 
thing generally wrong with him. He may insist 
that he is physically weaker than’ other young 


Jury, 1937 


men, in spite of the fact that he is muscularly 
well-developed, or that he feels fatigue more 
easily. What ever his complaints about’ his 
physical condition are, one finds that they. are 
often exactly those defects that he has associated 
with the results of masturbation. These patients 
are disturbed about themselves. They are des- 
perately unhappy, and in some cases have come 
to the psychiatrist as a last resort. The very 
nature of their trouble, timidity, makes it very 
difficult for them to talk to any one about them- 
selves and they have to s rew their courage to 
the sticking point in order to come at all. They 
have thought a great deal about themselves and 
often have hunted through the literature, trying 
to find a description and explanation of their 
condition. They have not been reassured by 
what they found, but have acquired a set of dis- 


-turbing ideas and troublesome vocabulary. As 


a result they have words which they use as a dia- 
gnosis of their condition. The most popular re- 
plies to the question, “What is the trouble?” are 
“T have an inferiority complex,” or “I am an 
introvert ;” but they range all the way from 
“dementia precox” to “social maladjustment.” 
One of the most startling complaints was “angio- 
pathic neurasthenia.” 


These terms, picked up 
from various sources, sometimes invented by the 
students themselves, always confuse the issue. 
The patient clings to them and is usually sur- 
prised when the examiner asks for a more de- 


tailed description. When boiled down, all these 
complaints consist fundamentally in the idea that 
the patient is a failure and is doomed to remain 
so because he is different from and inferior to 
other people. His symptoms are an expression 
of the insecurity arising from such an estimate 
of himself. This conviction of inadequacy has 
resulted in such shyness and timidity that the 
patient has been able to take no part in social 
affairs of even the simplest kind. A _ typical 
complaint runs about as follows: “He states that 
he is about at the end of his rope, is thoroughly 
discouraged with himself and has tried in vain 
to ‘get control of himself’ for four years. He 
has had mastoid, sinus and tonsil infection and 
an infection of his leg, and maintains that all 
these have affected his mind. Savs that he is a 
physical coward. For the last three years he has 
been intensely unhappy—has made no friends, 


because people despise him. He is ‘mentally 
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tortured by bad habits.’ Ideas run through his 
head so that he cannot sleep. At times he has 
felt that people were reading his thoughts and 
watching him on the street. At times when he 
believes he is going insane he has resolved 
to commit suicide.” In spite of his belief that 
people dislike him and his consequent complete 
withdrawal from society, there is nothing in the 
world that the patient wants to do more than 
to have intimate friendly relations with people. 
His day-dreams are full of the most vivid social 
success, and he spends most of his time day- 
dreaming. The ideas that keep him awake at 
night consist of rumination about his defects, 
his lack of friends, and imagined humiliation of 
the preceding day. Sports and games, as well 
as social affairs, are impossible for him, not just 
because he cannot overcome his shyness enough 
to learn a sport, but because he believes there is 
something lacking in his physical make-up—he 
is “not built right,” he “hasn’t enough muscular 
coordination.” He remains unconvinced by 


argument intended to point out that one acquires 
these things by practice, that there is no basis 
in fact for his belief that he is lacking in the 
necessary physical make-up. 


This same idea 
of a fundamental defect is sometimes encoun- 
tered just as strongly in patients who have ac- 
complished in sports. They ignore their ac- 
complishment and consider only their failures. 
In the intellectual sphere there is the same un- 
derestimation of ability, the same argument in 
the face of facts to the contrary, and the same 
conviction that the difficulty is innate, or con- 
stitutional. As a rule, he feels out of touch 
with his parents, and with other members of the 
family. He almost always indicates that his par- 
ents do not understand him, that their interests 
and attitudes toward the world are different 
from his own. He often feels that his parents 
have little affection for him, or that they do not 
expect him to achieve success. When he is 
forced to admit that they do love him, and do 
expect him to succeed, he gets little satisfaction 
from this realization because he feels that he is 
unworthy of it—that when his parents find him 
out, as they must eventually, they will lose all 
respect and affection for him, and be doomed to 
disappointment. The patient shows varying de- 
grees of hopelessness about the future; but even 
in the mildest case he rarely expects success and 
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happiness. This is an inevitable conclusion from 
his belief in his inadequacy and failures in the 
past. Whatever the successes have been, they 
are discounted as accidents, in no way dependent 
upon his own efforts. His failures, on the other 
hand, are invariably attributed to his innate 
weakness. He has had little contact with mem. 
bers of the opposite sex. Many patients, even 
among college seniors, have never had a date 
with a girl, and would consider such a thing im. 
possible. Even when the shyness has been over. 
come enough to permit association with other 
young men, he has been terrified of any meeting 
with girls. He is convinced he is unattractive to 
them, and often that he is positively repulsive. 
His reasons for belief in-his unattractiveness in- 
clude all his ideas about his inferiorities and, in 
addition, a lot of peculiar ideas centering around 
a vague belief in his sexual inadequacy. These 
ideas of sexual inadequacy range all the way 
from the simple one of lack of sexual attraction 
for girls to fantastic ruminative ideas of impo- 
tence, closely resembling schizoid productions. 
There is usually a compensatory day-dreaming 
running to the most outlandish scenes of sexual 
prowess. These day-dreams are in turn another 
source of worry. The patient often believes 
them to be abnormal, and, as such, further indi- 
cation of his defectiveness. 


In regard to the time of the onset or the first 
striking exacerbation of the difficulty, the his- 
tories of these patients reveal a remarkable 
similarity. At some point in early adolescence 
such a patient begins to drop out of the usual 
groups of those of his own age because he feels 
that he is not wanted. He begins to suspect 
that he is not liked. A frequent idea is that the 
boys think he is a sissy. With other people he be- 
comes intensely self-conscious, and is afraid his 
self-consciousness will be noticed. He makes 
little effort to get into things with the other boys 
and often actively avoids their company. He is 
afraid that he will not measure up to their stand- 
ard in games, wise-cracks, et cetera ; consequent- 
ly, he fails to develop skills in these things sim- 
ply through lack of practice. Although not ac- 
tually inadequate, his belief that he is has the 
same effect, in keeping him out of games. He 
seems, however, never to attribute this to a lack 
of practice, but develops theories that he is ei- 
ther irremediably defective or that he has injured 
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himself by masturbation. He withdraws more 
and more. He may develop solitary amuse- 
ments, such as reading, et cetera. He may even 
develop a protective contempt for other more 
active social boys with a lot of fantastic phi- 
losophy to justify this sour-grapes attitude. 
Sometimes this reaction becomes so well estab- 
lished as to give an entirely different superficial 
coloring to the case. Feeling themselves unable 
to compete with their fellows in ordinary things, 
these students seek out interests and activities in 
which failures are not so evident. They may go 
in for music, literature and art with emphasis on 
taste in the more unconventional, modern and 
uncertain expressions in these fields. They 
scorn the robust Babbitts, who seem to desire 
success which other people will value. For a time 
such a student may actually fool himself into an 
uneasy happiness and almost succeed in having 
some respect for himself when he is alone. 
Sooner or later this defense breaks down but, 
in the meantime, he loses chances of learning how 
to get along with people, how to make himself 
liked, so that his imaginary disabilities in these 
fields become real ones. He is faced with a 
realization of this when he comes to college, 
where he is forced to meet people he has never 
seen before. Unsocial behavior in college is the 
most typical thing about the group. Such a 
student shrinks from all contacts with people, 
and goes to the greatest lengths to avoid all but 
the most necessary ones. Registration is an or- 
deal, he has not the courage to answer questions 
about the courses he wants to register for. He 
allows himself to be pushed about with no other 
thought than to get it all over as quickly as pos- 
sible. His self-consciousness becomes so pain- 
ful in class, especially in recitations, that he cuts 
as frequently as possible. All purely social af- 
fairs are avoided like poison. 


There are, in all these symptoms, however 
varied they may seem, certain things in common. 
Underlying them all is an exaggerated desire for 
the approbation of others; a paralyzing fear of 
failure to get it, and a belief that there is some- 


thing intimate to hide. Accompanying these are 
day-dreams of directly opposite import. In 
fantasy, these patients achieve exaggerated 
social success, are leaders in everything, are 
great lovers, great financial successes, great 
sportsmen, etc. The fantastic character of 
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these day-dreams is the more marked the more 
the student is withdrawn from association with 
people in real life, until, in the most severe cases, 
they become so vivid to the patient and assume 
such an emphatic, ungovernable character that 
they closely resemble the fantastic delusive ma- 
terial of the dementia precox patient. 


The day-dreaming needs little explanation, 
since it is a common observation that people tend 
to compensate in their day-dreams for what they 
lack in real life. Nor does the exaggerated de- 
sire for affection and approbation need comment, 
since it is what we would expect. Because these 
people have to shut themselves away from in- 
timacies with others and refuse to attempt 
achievement, they get less approbation than any 
one would be content with. Even in those cases 
where success has been attained and the person 
is admired, he is unable to recognize admiration 
as such, therefore gains little satisfaction from 
it, and is forced to supply the lack in his own 
imagination. 

The lack of self-confidence, and the fear of 
failure consequent upon it, and the idea of there 
being something to hide, require more consider- 
ation, especially since the loss of self-confidence 
bears no obvious relation to the experiences to 
which it is attributed by the patient, but often 
arises from quite different sources. Occasional- 
ly, it is true, the very mild cases give adequate 
reasons for their condition, and can point out 
perfectly clearly the experiences which have 
caused them to feel inferior. When they can 
do this, their trouble is never very serious, and, 
as a rule, they invent their own therapy. The 
more serious cases, however, rarely show such 
insight. They either admit frankly that they 
have no basis for their feeling of inadequacy 
except an emotional conviction that it exists, or 
they resort to fantastic explanations. These 


. are often bizarre, illogical, poorly verbalized, 


and show that fragmentation so characteristic of 
schizophrenic thinking. That there is no essen- 
tial difference between those who think clearly 
about the matter and those who offer fantastic 
explanations is shown clearly by the ease with 
which the same patient may pass from one atti- 
tude to the other. One finds, for instance, 
that a patient who seems lost in these fantasies 
will, upon achieving some slight social success 
or evidence of affection, give up to the fantastic 
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explanations and discuss his problem clearly and 
logically. 

In the histories of all of them, however, one 
finds either that things have happened to the 
patient which would cause anyone to doubt him- 
self and to expect failure, or circumstances, mis- 
information, and ignorance have caused the 
patient to interpret otherwise innocuous experi- 
ences as weaknesses in himself, rather than as 
the accidents of fortune. Suppose for example 
a child is changed from one school to another 
where the curriculum and teaching methods are 
different. He fails, not because he is not intelli- 
gent, but because the first school did not proper- 
ly prepare him for work in the second. If this 
is not explained to him, or if his elders give the 
impression that his failure is due to laziness or 
stupidity, he will usually believe this himself, and 
the misinterpreted experience will give him a 
feeling of personal insecurity. Of two children, 
both with drunken, abusive fathers, one will 
come through with little insecurity and with a 
fairly objective attitude toward his father, while 
the other will develop a strong sense of in- 
security, expressing itself in shyness, timidity, 
and lack of initiative. In the case of the boy 
who remains unaffected by such experiences, we 
find that other securities have neutralized the 
expected feeling of insecurity. In the other case, 
we find not only a lack of compensatory success 
in other situations, but also misinformation, 
causing the patient to expect in himself the same 
undesirable traits shown by his father. We may 
find, for example, that the boy has got, usually 
from the remarks of relatives, or his own mis- 
directed reading, the idea that undesirable per- 
sonality traits are hereditary and that he takes 
after his father. The unfortunate experience is 
only effective when it is interpreted in a personal 
way and in conjunction with other experiences 
to indicate some weakness or defect in the pa- 
tient himself. There is no reason to believe that 


this difference in interpretation is due to any 
peculiarity of make-up or constitution, because 
in each case it can be shown to be due simply to 


circumstances surrounding the individual. Now 
whenever the life history of one of these stu- 
dents shows a preponderance of these interpreta- 
tions over those experiences which he can in- 
terpet to his credit, there is accumulated a store 
of insecurity which encroaches on all activity of 


432 


the patient, even upon those unrelated to the 
particular field in which he feels inadequate. It 
becomes so great that he is no longer able to 
profit by his successes. Under these conditions 
he develops into the exaggeratedly timid, self- 
conscious, fearful type that we are attempting 
to explain. 


There is an infinite number of things which 
may promote, either directly, or indirectly 
through misinformation, this feeling of inade- 
quacy. Each case-history presents a variety of 
them. One may mention, for instance, the broken 
home, in which situation a child naturally feels 
a lack of family backing and affection; ill health 
or physical defect, which directly lessens his 
feeling of personal worth; lack of opportunity 
to develop skills in sports or in social give and 
take, which the child or the young man takes as 
evidence of lack of ability; failure to be asked 
to join a club; invidious comparison with other 
members of the family, et cetera. It would be 
a waste of time to discuss them or even to classi- 
fy them, but among these factors, the conflict 
over masturbation plays a role of peculiar im- 
portance in all these cases. It seems to act as 
a sort of fixing agent for all the other feelings 
of unworthiness. This is probably due to the 
ease with which misunderstandings about its 
significance arise, and the difficulty the patient 
encounters in getting any accurate information 
about it. That it is an important factor in the 
development of the self-consciousness syndrome 
is indicated by the fact that it is rarely missing 
from the case; that the worry over it is in direct 
proportion to the severity of the symptoms, and 
that the conflict over masturbation first occurs 
just before that point in the case when the symp- 
toms assume their characteristic tone. 


Masturbation is practiced by practically all 
healthy young men. There have been very few, 
especially among healthy, untroubled college stu- 
dents, who have been to see me who have not 
admitted masturbation as a regular practice. 
Those who did not admit it had a strong fear 
of sex, and in practically every case manifested 
some peculiar, rather symbolic expressions of 
repression. Those who have had frequent sexual 
intercourse have masturbated, as a rule, as well 
as those who have not had intercourse. On no 
occasion have we had any evidence that mastur- 
bation itself caused any difficulties. It is the 
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psychological concomitants that are disturbing, 
and these have been based, invariably, on the 
fear of the individual that masturbation itself 
was bad and dangerous, or that the fantasies 
which accompanied masturbation were expres- 


sions of abnormality. As to the frequency of 


masturbation: we have been unable to discover 


any case in which “excessive” masturbation has 
caused any trouble in itself. We have seen a 
number of young men, especially among the 
athletes, who masturbated more than once a, day 
over long periods of time, without any discover- 
able damage, either physical or mental. 


The evil effects of masturbation seem to arise 
entirely from the conflict, which arises because 
the individual that masturbation is 
going to harm him either physically, mentally 
or morally. There may be fear of feeble-mind- 
edness, insanity, or bodily disease and weakness ; 
fear of moral degradation and sin; fear of lack 
of self-control in other fields because of failure 
to maintain resolutions against masturbation; or 
a fear of social ostracism if found out. These 
ideas are based on information received from 
books, pamphlets, lectures, or from other boys; 
occasionally parents or ministers, and 
sometimes from school teachers and faculty ad- 
visors, who are convinced that masturbation 
does have these harmful effects. Even when no 
such definite information has been received, the 
individuals have inferred from their parents’ 
attitude of antagonism toward sex that masturba- 
tion was an evil practice. All of these ideas 
about sex have generally the effect of making 
the individual feel insecure about himself, be- 
cause he regards the practice as indisputable 
evidence of his defectiveness. This is true, even 
in those cases where the patient is able to elimi- 
nate other sources of insecurity. 


believes 


from 


In all our cases of extreme self-consciousness 
this conflict has been observed. Furthermore, the 
severity of the self-consciousness seems to be in 
direct proportion to the conflict over masturba- 
tion. Without this conflict other sources of feel- 
ings of inadequacy and insecurity seem to be 
peculiarly ineffective in producing severe and 
permanent disturbances of emotion and behavior. 
It appears to act as a crystallizing agent, around 
which all the other imagined inferiorities group 
themselves, and from which the real ones ac- 


quire added significance. This importance is 
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demonstrated by the fact that when the mastur- 
bation conflict is cleared up by an explanation of 
its physiological nature, its harmlessness, the 
other sources of insecurity, which previously had 
been of such concern to the patient, lose so much 
of their emotional significance and value that the 
patient is able to handle them in a logical or 
compensatory manner. In some cases the pa- 
tient, relieved of his sexual conflict, tends simply 
to forget his other worries, or, at most, to re- 
gard them with little concern. 


To those familiar with schizophrenia, there 
will be immediately obvious a general but very 
fundamental resemblance between that disease 
and the syndrome described here. In both cases 
we find the patient turning away from activity 
and from contact with his fellows. In both 
cases we find the patient deriving his satisfac- 
tions from fantasy instead of from real ac- 
complishment. Both kinds of patients develop 
a conception of themselves that is quite at vari- 
ance with the facts. The delusions of the 
schizophrenic differ from the false ideas of the 
self-conscious group only in being slightly more 
fantastic and perhaps symbolically expressed. 
In both cases, the ideas are emotionally deter- 
mined and impervious to demonstrations of their 
falsity. In their introspections our self-con- 
scious patients show in miniature the disturb- 
ances of thought so characteristic of schizo- 
phrenic thinking. In particular cases these and 
other resemblances could be pointed out in the 
closest detail. It has long been recognized that 
dementia precox or schizophrenia arises in a 
particular type of person—the so-called shut-in, 
prepsychotic personality. It seems to me that 
the self-conscious patient described above is 
identical with this type. Most of them, however, 
do not develop a schizophrenic condition serious 


enough to warrant the diagnosis. The conclu- 


_sion that immediately suggests itself is that, 


given the prepsychotic type, there is some es- 
sential difference between those who develop the 
patent disease and those who do not. Such fac- 
tors as hereditary constitution, endocrine im- 
balance, disturbances in the filtration mechanism 
of the choroid plexus have been offered as ex- 
planations as to why some cases go on to frank 
disease and some do not. While no one can 
deny that these factors may play their part in 
a particular case just as any other pathological 
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physical condition may additionally handicap 
such a patient, there is little reason to believe 
that they are essential or specific in the etiology. 
The resemblances between the self-conscious 
type (or the shut-in personality) and the schizo- 
phrenic are so strong that we are forced to re- 
gard the one as only an exaggeration of the 
other. The two reactions obviously differ in de- 
gree rather than in kind. It would therefore 
seem an unwarranted violation of the law of 
parsimony to postulate a different set of causes 
for schizophrenia than those demonstrable in the 
less serious conditions. It would be more logical 
to assume that the same cause which produces 
the one condition produces the other, and that 
in the more severe cases (the schizophrenics) 
these factors have simply been increased in num- 
ber and degree of importance. 


Summary 
1. It is possible to describe a psychiatric 
syndrome characterized by self-consciousness, 
shyness, feelings of unworthiness and insecurity. 
2. Cases falling in this group have, because 


of circumstances, misinformation, ignorance, etc., 
been led to interpret certain experiences as evi- 
dence of inferiority in themselves. 

3. Their reaction to this is the natural one of 
self-consciousness, withdrawal from group and 
personal contacts, with the development of 
pathological compensatory day-dreaming closely 
resembling the production of schizophrenia. 

4. Because of the accessibility, as contrasted 
to the inaccessibility of the schizophrenic, the 
physician is able to observe the causal relation 
existing between the patient’s behavior, his emo- 
tional disturbance, and his previous experiences, 
He is able adequately to explain the syndrome in 
terms of experience without resort either to 
physical factors, on the one hand, or to deep 
psychological analysis, on the other. 

5. Since the etiology of the self-conscious 
syndrome may be adequately explained in this 
manner, and since this condition closely resem- 
bles schizophrenia, it is suggested that investiga- 
tion in this prepsychotic field should throw con- 
siderable light on the etiology of the more seri- 
ous disease. 





A PLEA AGAINST DEFEATISM IN MALIGNANCY* 
Report of Some Favorable Cases 


ARNOLD SCHWYZER, M.D. 
Saint Paul, Minnesota 


ESSIMISM and defeatism are not 

quently encountered in the treatment of 
malignant conditions. Indeed the good and 
lasting results are often discouragingly few. 
This caused the cancer campaign. We have to 
get these cases earlier. Results depend on the 
length of time elapsed before we see the patient, 
in other words the length of time the growth 
had the chance to develop, at times under im- 
proper and damaging treatment. The rapidity 
of the growth and with it its histologic character 
vary greatly, the most important feature in the 
latter being the relative number of mitotic fig- 
ures (Broders’ four groups). The age of the 
patient comes into consideration; in general the 
older the patient the less active the neoplasm, 


infre- 


*Presented before the annual meeting of the Minnesota State 
Medical Association, St. Paul, May 3, 1937. 
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though there are always exceptions to the rule. 
The location of the growth decides the accessi- 
bility and therefore the operative possibilities 


and dangers. But perhaps more than any of the 
mentioned factors is the tendency to metastases 
which determines the chances for cure. The 
carcinomas which for a considerable time re- 
main localized to the primary area are of course 
much more favorable, and among them those 
which grow less by infiltrating invasion of the 
surrounding tissues than by local expansion, 
naturally afford a better prognosis. 

I have picked out, among others, cases of long 
lasting cures as they happened to come to mem- 
ory, with no attempt to go through my whole ma- 
terial, for which the time was much too short. 
Let me say beforehand that such favorable re- 
sults are among numerous sad ones and that 
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there is no intention to give the impression 
that such results are very frequent. Every 
surgeon of experience has such bright spots in 
his recollection to lighten his heart, while all 


Fig. 1. Postoperative ap- Fig. 2. Unretouched pho- 
pearance in case of carcin- tograph of patient (Fig. 1), 
oma of upper jaw. Notice taken April, 
hole in roof of mouth and of recurrence. 
recurrence at inner posterior 

border of the defect in the 

palate (see text). 


1937; no sign 


too often his best efforts cannot avert an ulti- 
mate defeat. 


We will try to make a hasty survey of car- 
cinomas in different parts of the body and start 
at the top. The carcinomas of the scalp are at 
times seen in an advanced stage when they are 
no more movable. Fortunately the tendency to 
invasion of the regional lymph channels is often 
not great. Bone may have to be removed, may- 
be in its whole thickness, over a large area. 
Even where a portion of dura and some area of 
the cortex of the brain had to be removed, 
permanent cures were obtained in some cases. 


The carcinomas of the face are of two kinds, 
either squamous -cell or basal cell carcinomas. 
The latter have less tendency to invade the deep- 
er structures and are therefore more benign. 


Even the squamous cell type, the cancroids, of- ~ 


ten do not invade the regional lymph nodes 
early. Bloodgood did not find them invaded in 
most cases and claims that, when they were in- 
vaded, the block dissection of the neck glands 
did not produce a cure. In the epitheliomas of 
face and lip, radium has yielded in a large per- 
centage of cases very satisfactory results ob- 
served over long periods. Nevertheless one en- 
counters now and then a desperate case of rapid 
dissemination notwithstanding energetic use of 
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roentgen and radium rays and early block dissec- 
tion of the neck glands. 

Carcinoma of the upper jaw.—lIn 1928 Blood- 
good stated that between 1892 and 1924 only 


| 
: 
| 
| 
| 


| 
| 


Fig. 3. (left) Carcinoma of inside of cheek, developed from 


leukoplakia. 

Fig. 4. (right) Same case four years later. 
one case of a cure lasting as long as twelve years 
was observed among his thirty-seven patients. 
That case was treated with the soldering iron 
at three different times. I want to mention a 
patient of ours in whom a partial resection fol- 
lowed by the application of the hot iron and 
radium in 1915 has resulted in what you may 
call a permanent cure. A _ horizontal incision 
from the angle of the mouth backward had been 
made to get sufficient access. A recurrence soon 
occurred in this wound but with the help of 
radium the thickening disappeared again. There 
also developed a recurrence the size of a five 
cent piece at the posterior angle of the defect in 
the palate (Fig. 1). It was burnt away with 
about one centimeter of surrounding tissue. The 
patient, who is now seventy-one years old, has re- 
mained well for over twenty-two years. The 
photograph (Fig. 2) was taken two weeks ago. 
His upper teeth are gone but he wears a plate 
which closes the hole in the palate and nothing 
abnormal can be detected in his speech. 

On the inside of the cheek one sees quite often 
carcinoma arising from areas of leukoplakia. 
They are slow growing, but as leukoplakia can 
start up and very often does start up in new 
places, the cases are quite insidious. One such 
patient, to pick out a real bad one, came to me in 
May, 1919, with large areas of leukoplakia on the 
inside of both cheeks and under the tongue. On 
the left side there was a nodular, distinctly 


435 





DEFEATISM IN MALIGNANCY—SCHWYZER 





carcinomatous, rather large, area. This irregu- 
larly thickened area had already invaded the 
red of the lips in the left angle of the mouth 
(Fig. 3). The first signs of a growth had ap- 
peared in 1916, three years before I saw him. 
The patient, a cigar maker, had been chewing 
tobacco constantly. Extensive excision seemed 
to have a good result and the patient did not 
show up for four years. Figure 4 shows the 
condition he then presented. After the second 
operation he felt better again for three and one- 
half years. In the meantime radium had been 
applied. “The next intervals were shorter. Both 
cheeks by now had become involved. In Janu- 
ary, 1932, a carcinomatous fistula of the cheek 
was burnt away and the opening closed by a flap, 
but he died of cachexia in December of the same 
year, fifteen and one-half years after the first 
onset of the condition, and twelve and one-half 
years after the first excision. 

Carcinoma of the tongue.—In the earlier years 
of this century Koenig declared that all patients 
died within one or one and a half years and all 
of Dollinger’s cases died within two years, as 
reported in 1908 at the International Surgical 
Congress at Brussels. In 1920 lasting cures 
were reported in thirteen per cent. Are not such 
reports from leading surgeons appalling! How- 
ever, in recent years since we have the combina- 
tion of surgery with radium we have seen con- 
siderably better results, though the glands are 
quickly involved in these cases. Some time ago 
I reported two patients. One of them was well 
for ten years after a resection of the posterior 
half of the tongue, though one of the sub- 
maxillary lymphnodes had been involved. After 
these ten years a little superficial carcinomatous 
node had to be excised near the glosso-epiglottic 
fold. The wound healed promptly, but a few 
months later the patient died from pneumonia. 
The other patient had a carcinoma of the lateral 
side of the base of the tongue involving the 
lower portion of the tonsillar area. He re- 
mained free from any local recurrence for four 
and a half years, when he was reported to have 
died of pneumonia. However, judging from 
his doctor’s report of the course it looked more 
like a pulmonary metastasis. He had been treat- 
ed three times by cauterization in the course 
of the four months before I saw him. This was 
of course disastrous, especially on account of 
the delay. 
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Dr. A. R. Colvin mentioned to me the case of 
a woman with a cancer at the edge of the 
tongue, the size of a large peeled almond, which 
was treated by him with radium implants in 
September, 1925, without block dissection of the 
glands. She is still living and well today, eleven 
and a half years after that treatment. The 
growth was apparently very radio-sensitive. 

Dr. H. P. Ritchie also told me of a woman 
with carcinoma of the side of the tongue in- 
volving the tonsil. After a block dissection of 
the neck glands he removed the walnut-sized 
growth together with the tonsil and its anterior 
pillar through the mouth. This was in February 
1921. A year later a carcinomatous node under 
the jaw was removed. The patient is living and 
well today more than fifteen years after the sec- 
ond operation. 

In another case a carcinoma of the hard palate 
was burnt out with the hot iron and was quite 
well ten years later when we last heard from 
the patient. 

The pharynx is more difficult of access and 
the operative results are not very satisfactory, 
but many pharyngeal growths are fortunately 
quite radiosensitive, as are those of the epi- 
pharynx. It is for the most part better to pin 
our hopes on irradiation. Some soft growths 
dwindle away beautifully under irradiation. 

Carcinoma of the floor of the mouth and low- 
er jaw is a very serious problem. Energetic 
surgery assisted by the hot iron and radium in 
combination with block dissection of the neck 
glands may yield good results. The neoplasm 
reaches the bone at an early stage and a section 
of the mandible has to be removed. I remember 
two patients who remained free from local re- 
currence till they died, one of pulmonary, the 
other of liver metastasis. The latter case was 
of particular interest. There existed a very ex- 
tensive infection in combination with his car- 
cinoma. A mass the size of a hen’s egg, partly 
fluctuating, was under the left side of the man- 
dible. It readily broke down and presented an 
ugly ulcer (Fig. 5). The inside of the mouth 
showed an irregular growth along the left 
alveolar process extending far back. This was 
in January, 1929. A number of operations, in- 
cluding a pedicled insertion of a piece of rib for 
the replacement of the resected jaw, gave a very 
gratifying result. Dr. O’Connor of Ladysmith, 
Wisconsin, reported that the patient had no 
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trouble at all locally and that the jaw was in 
very good functioning order till he died from an 
enormous carcinoma of the liver in January of 
this year, eight years after we first saw him. 


Fig. 5. Carcinoma of floor 
of mouth and lower jaw, com- 
bined with extensive abscess for- 
mation, Appearance after clear- 
ing up the worst of the in- 
fection and burning out of the 
carcinomatous areas. The pa- 
tient died eight years after we 
first saw him. There was no 
local recurrence. 
soth the patients mentioned had perfect local 
results, but came to the surgeon too late. 

This gentleman here, who was kind enough 
to come for our meeting, had a similar condition 
which was, however, not as far advanced. He 
suffered from an ulcerated pavement cell car- 
cinoma of the anterior and right antero-lateral 
aspect of the gums. While it had extended only 
moderately on the inner side of the gums it 
reached externally from the left outer incisor 
to the right second premolar tooth and had a 
greatest width of three centimeters. The left 
canine and the second right molar were ex- 
tracted and the division of the jaw went through 
their sockets. With the help of the Albee saw 
it was possible to leave a bridge of bone along 
the lower border of the jaw. The operation was 
done under regional anesthesia by blocking the 


third branch of the trifacial. This was on 


November 5, 1928, and two weeks later a block . 


dissection of the neck glands followed. Their 
miscroscopic examination showed no invasion. 
Large doses of radium rays before and after 
operation were applied. He is now free from 
any signs of recurrence for eight and a half 
years. 

This next patient presented an unusual condi- 
tion. As the picture (Fig. 6) shows he had an 
enormous tumor on his neck. It proved to be 
an adeno-carcinoma of the sub-maxillary saliva- 
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I first saw this man in March, 1923, 
when he stated that six years before he had 
noticed a lump in the left side of his neck and 
that it had steadily grown since then. The 


ry gland. 


i 


Fig. 6. (left) Adenocarinoma of submaxillary salivary 
gland, April, 1923. Tumor weighed 4 pounds 13 ounces. Re- 
currence removed one and a half years later. 

Fig. 7. (right) Same patient as shown in Figure 6. Photo- 
graph taken April, 1937; no signs of recurrence. 


largest circumference of the neck was 72 cm. 
The hyoid bone was directly under the right 
ramus of the lower jaw and the larynx was 
turned 80 to 90 degrees to the right. The 
tumor was removed under local anesthesia on 
April 4, 1923. An ovoid distinctly separate 
tumor the size of a plum could then be seen in 
the sub-maxillary region and was also removed. 
A year and a half later he returned with a mass 
the size of a duck’s egg in the carotid region. 
He had had radium after the operation and had 
it again after the removal of this recurrence 
(November 5, 1924). On Jan. 19, 1925, we 
made a block dissection of the glands and the 
tissue at the angle of the jaw including the 
lower pole of the parotid where a nodule was 
felt. Microscopically there was no tumor tis- 
sue found. This patient has now remained well 
for fourteen years since the operation. His 
present age is seventy. The mass removed had 
weighed four pounds and thirteen ounces (about 
2,300 grammes). The malignancy was of mod- 
erate activity. Patient is shown. 

The larynx excellently demonstrates how im- 
portant an early recognition of carcinoma is. 
Here the smallest nodule on a vocal cord causes 
unrelieved hoarsness and cough. The cases 
therefore reach the doctor very early. While 
carcinoma of the parts surrounding the larynx, 
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as of the pyriform sinus or the retrocricoid 
pharyngeal area, offer a poor prognosis on ac- 
count of their location as well as, apparently, 
their tendency to spread early into the lympha- 


Fig. 8 Case of sarcoma 
of mediastinum, eleven and a 
half years after radium treat- 
ment. Roentgenogram shows 
no recurrence. 


tics, the so-called intrinsic carcinomas of the lar- 
ynx for the reason mentioned are of very much 
better prognosis, especially in expert hands like 
Dr. New’s of the Mayo Clinic. New and 
Waugh reported five year cures in 82 per cent 
where only a thyrotomy had to be performed, 
namely where the growth was quite small, and 
56 per cent after laryngectomy. Very much 
depends on the degree of malignancy as judged 
by Broders’ classification. None of the patients 
with carcinoma of group four were living five 
years later. Such cases are now treated by 
them with pre-operative and postoperative 
roentgenization. C. H. Mayo performed a 
laryngectomy on a patient who was perfectly 
well when last reported twenty-five years later, 
and New had one who was well twenty-four 
years after operation. 

Carcinoma of the breast is seen by the surgeon 
at a considerably earlier date of late years due to 
the cancer campaign. The women have become 
cancer minded and many live in constant fear, 
which is an unavoidable though somewhat un- 
fortunate side effect. But those who really have 
become afflicted with the disease have greatly 
benefited from this campaign by reaching the 
surgeon earlier than formerly. In my material 
(which consist of a little over 250 operations for 
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carcinoma of the breast) I have used a moderate 
preoperative irradiation on three successive days, 
usually directly preceding the operation. The 
postoperative treatment is also quite moderate 
but very protracted as I outlined it before your 
society in 1934.* Since we have followed this 
course our reults have been 36 per cent living 
for more than ten years. But after all this is a 
poor outlook and we must strive to get still very 
much better permanent results. For the present, 
besides of course competent surgical and radio- 
logical treatment, the one item for possible im- 
provement is to get the cases earlier. 


Malignancy of the mediastinum is to be treat- 
ed by irradiation, unless exceptionally favorable 
conditions for a surgical procedure should offer 
themselves. This young lady here was sent to me 
in December, 1925, with the diagnosis of lympho- 
sarcomat of the upper mediastinum. She was 
then fifteen years old. In April, 1925, her sur- 
geon had made an exploration and_ biopsy 
through an incision above the clavicle. She 
came to us with a fistulous, rather extensively 
ulcerating opening and was very emaciated, 
weighing only seventy-one pounds though she 
was tall for her age. Before her illness she had 
weighed ninety-one pounds. She had had much 
pain in the left chest and arm for eighteen 
months. In April, 1925, a mass was seen on the 
roentgen film below the left manubrio-clavicular 
junction and in July the mass had further in- 
creased in size. From April till she came to us 
in December she had twelve x-ray treatments. 
Nevertheless according to her surgeon’s state- 
ment the mass had almost doubled in size from 
July to November. We found it to be the size 
of a goose egg. A probe could be inserted 
through the fistula into the chest cavity till it 
reached the direct neighborhood of the posterior 
chest wall at the inner end of the scapular spine. 
Somewhat over 8,000 milligram hours of radium, 
partly in the tumor and partly outside, relieved 
the pain and the wound closed. Two years later 
she had gained from 71 to 110 pounds and has 
been well ever since, more than eleven years 
since the operation. The photograph (Fig. 8) 
was taken in April, 1937. Recent roentgen films 
show no trace of a shadow. 


*See Minnesota Medicine, December, 1934. 

+The exact nature of the tumor I cannot state. It was a 
very cellular growth of sarcomatous appearance causing severe 
radiating pain and growing rather rapidly and steadily not- 
withstanding x-ray treatment. 
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Another tumor of the size of a rather large 
orange was removed from the upper mediastinum 
by splitting of the manubrium of the sternum. 
We had judged it to be a fibro-sarcoma, but 


Fig. 9. 
Fig. 10. 


(left) 


Roentgenogram showing endothelioma of the pleura, 
(right) Same case as Figure 9, fifteen months after operation. 


herent. The patient died about two years later 
from diffuse invasion of the lung on the opposite 
side, while the autopsy showed the operated side 
free from any recurrence (Fig. 10). The condi- 


ee 


right lower field. 
There was no 


recurrence on the side operated on, but bulky recurrence on the other side, later filling the 


entire left lung. 


Professor E. T. Bell decided it was a very 
young fibroma. The patient being well for 
seventeen years harmonizes better with Profes- 
sor Bell’s diagnosis. 

An enormous angiosarcoma of the sternum 
and anterior mediastinum in an extremely cya- 
notic patient was treated with radium insertion 
into the growth. The patient had been unable 
to lie down and had to spend his nights in a 
chair for many weeks before. After he had 
somewhat over 5,000 milligram hours in the 
tumor, at later sessions through the sternum in 
the mediastinum, he was able to be about, go to 
the theater, and sleep well in bed. However, the 
report came some time later that he died of 
pneumonia. No further information was ob- 
tained. 


Primary malignancy of the pleura is rare. We 


have here endotheliomas or sarcomas. Most re- 
ported cases are diffusely spread formations 
over the large pleural surface and are thus not 
amenable to surgery. An endothelioma of un- 
usual appearance may therefore be mentioned. 
It had started as a localized mass in the lung 
field and had steadily grown (Fig. 9). It was 
removed with a portion of the chest wall and a 
piece of diaphragm where it had become ad- 
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tion had been watched for five months before we 
saw the patient and two aspirations had been 
made. Early recognition of the character of 
the growth might have given a better outcome. 
Carcinoma of the lung, if recognized early and 
if it is not of the most vicious form, may yield 
a good result now and then. Sauerbruch re- 
ported back in 1920 two cases living three and 
five years respectively after operation. How- 
ever, the reported operations are mostly of too 
recent date to appraise the results properly. 
Carcinoma of the esophagus is still a dark 
chapter. The results with radium in combina- 
tion with dilatation yield only short-lived, but 
at times temporarily very gratifying results. As 
a paradigm I will mention just one case. One 


- of my patients who had been unable to swallow 


even water for the two preceding days, told me, 
smiling shyly, after about ten days of esophago- 
scopic dilatation and radium insertion, that he 
stole a piece of meat from his neighbor in the 
next bed and that it “went down fine.” But he 
died nine months later. 

Carcinoma of the stomach is a most important 
chapter, but time presses and the subject was 


recently discussed by me.* I there mentioned 


tSee Minnesota Medicine, June, 1936. 
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three of my patients who were free from recur- 
rence for over twenty years. 
were verified by Dr. E. T. Bell, professor of 
pathology at the University of Minnesota. One 
of these three, on whom an extensive resection 


The diagnoses 


of the stomach was performed, you can see here. 
He is in good condition for his eighty-nine years. 
The operation was in* April, 1915, twenty-two 
years ago. ; 

Many excellent result are obtained in car- 
cinoma of the large in¥éstine. The colon yields 
the best results in malighancy of the intestinal 
tract. I heard recently from a St. Paul colleague 
that his aunt, on whom I had operated in 1911 
for a carcinoma of the sigmoid flexure, had re- 
mained free from any recurrence for twenty- 
three years until she died three years ago from 
heart trouble. It had been a one-stage end-to- 
end resection. Time does not allow me to go 
into any details, but let me emphasize that the 
good results are principally due to the fact that 
the lymphatics are not nearly as readily invaded 
as for instance in carcinoma of the stomach or 
breast. I can illustrate this perhaps best by 
mentioning a patient who had received massage 
for six months for what was apparently thought 
to be a simple constipation. There was a par- 
tially obstructing carcinoma of the cecum and 
massage was probably in part the cause of bleed- 
ing resulting in a severe anemia which neces- 
sitated a large transfusion before we could 
operate. If anything invites dissemination it is 
massage. Nevertheless this patient is today hale 
and hearty twenty-three years after this opera- 
tion and notwithstanding the fact that on March 
13 of last year we had to resect her stomach 
for carcinoma of the pylorus. Particular atten- 
tion was paid to the site of the ileo-colic resec- 
tion. There was no direct contiguity of the two 
viscera and the two growths appeared to have 
no connection. 

This lady here happened to come to my office 
four weeks ago to have a ganglion removed 
from her right index finger. Twenty-four years 
ago she had an ileo-colic resection for carcinoma 
of the cecum and ascending colon. Fourteen 
years ago she went through an extensive Halsted 
operation of her right breast. As you can see, 
she looks exceptionally youthful for her sixty- 
six years. 

The constitutional resistance is of course an 
important factor in serious operations, and some 
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patients do much better than others under sim- 
ilar circumstances. One such fortunate one was 
kind enough to come here today. This lady 
here had a cholecystectomy for gallstone colic in 
February, 1921. In 1928 she had an automobile 
accident and among other things broke her nose. 
In May, 1929, we resected the upper pole of the 
left kidney for an abscess with old cheesy ma- 
terial. In January, 1931, she came with a car- 
cinoma of the uterus. As she is very heavy a 
troublesome hernia* had developed at the site 
of the kidney operation; it was repaired in 
October, 1931. Finally in September, 1933, she 
went through an ileo-colic resection for car- 
cinoma of the cecum. She is now sixty-nine 
years old, and, as you can see, in very good 
condition. 

With this last case we have come to speak of 
carcinoma of the uterus. The percentage of 
cures as reported from large clinics runs around 
20 per cent. Though Shaw of Manchester, Eng- 
land, reports (Surg., Gyn. & Obst., Feb., 1937) 
his results to reach as much as 40 per cent for 
five year cures, this of course does not yet repre- 
sent permanent results. One is impressed that 
carcinoma of the uterus is still a very sad chap- 
ter. But it is far from a hopeless one. Since 
the use of radium, especially in carcinoma of 
the cervix, the prognosis has distinctly improved. 
I have some patients who have now been well 
for considerably over twenty years, but for 
obvious reasons I could not ask them to come 
here, nor is there much sense in showing un- 
complicated cases at this time. I appreciate 
therefore so much more the consideration of the 
next two patients in coming here. They both 
were advanced cases. 

This lady here came to my office last week 
for control. In April, 1926, an attempt at 
hysterectomy revealed that the growth had in- 
vaded the adjoining wall of the bladder. The 
hot iron and radium had to be resorted to and 
later a vesico-vaginal fistula was repaired. As 
you see, she is in perfect health and there are 
no signs of any trouble. 

The case of this other lady was the limit of 
what I could handle. When she first came to 
see us in April, 1924, her condition offered very 
little hope. The growth of the cervix was 
large, ulcerated and had grown over to the cul- 
de-sac. The Percy cautery operation is a bless- 
ing for such advanced forms. The parts are 
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burnt through a cooling speculum until the 
assistant’s gloved hand in the abdomen holding 
the corpus uteri cannot stand the heat any longer. 
You have to go the limit if the neoplasm has 
invaded neighboring territory. The result in this 
case was a hole in the rectum, an opening into 
the bladder and a fistula of the left ureter. After 
the cautery operation 6,900 milligram hours of 
radium were given. Later we closed first the 
opening into the rectum, and then, the ureteral 
fistula being in close proximity to the opening 
into the bladder, the two were repaired as one 
fistula by a high colpocleisis which led the urine 
from the left ureter into the bladder. You see 
it takes a very brave patient to go through all 
this. In February, 1930, the note was entered 
that she had gained from 103 to 133 pounds. 
But she had much pain which then was material- 
ly relieved by a resection of the superior pelvic 
plexus. Though she still uses dilaudid and can- 
not be called an entirely well person, she is quite 
cheerful and looks very well. Recent examina- 
tion showed no recurrence. It is now thirteen 
years after that Percy operation for a well nigh 
inoperable condition. 

[ am aware that very important chapters had 
to be omitted, but I take comfort in the French- 
man’s point of view when he says that the art 
of boring people is to be complete. 

And so to conclude, let me show you just one 
more patient. When seventeen years old she 
was suffering from an unusually large chondro- 
ma of the right femur (Fig. 11). These tumors 
are generally malignant and of bad repute. The 
growth was the size of a large grapefruit with 
the bone running through its middle. The femur 
was resected as we preferred to take the chances 
rather than exarticulate at the hip joint, which 
would anyway not have been permitted by her 


parents. From the trochanter to the middle of 


the shaft the femur was resected together with 


the tumor and some surrounding loose tissue. A 
piece of the fibula of the same leg was implant- 
ed. This was in 1910. She had an accident and 


broke the implant but it healed in a fashion 
(Fig. 12). Anyway, she later married, and, as 
you can see, she walks tolerably well with the 
use of a cane. She states that she has no pain in 


Fig. 11. Chondroma of the right femur. 


Fig. 12. X-ray of transplant in femur, years after 
removal of growth. Same case as shown in Fig- 
ure 11, 


hip or leg. There has been so sign of recurrence 
in these twenty-seven years. 

Even if such a fortunate outcome is to be 
won by many disappointments in the sad chapter 
of malignancy, it is worth weathering such dis- 
appointments. I was told that in asking me to 
present such cases the idea of the committee was 
to stimulate the practitioner to think of the 
surgical possibilities in malignancy and not to 
allow the patient to lose his one chance by pro- 
crastination. Defeatism 
defeat, while courageous aggressiveness tempered 
by sane judgment brings you not so very infre- 
quently a most gratifying result. To be sure, 
many, all too many, disappointments will have 
to be endured, often where we had our whole 
heart in it; but this should only spur us on to 
try to improve the results. 

In showing you some cases with long stand- 
ing cures, what I said in the beginning must be 
repeated, namely, that such results are seen in 
every surgical practice of long years and without 
a doubt in many to a larger percentage than in 
my own. 


in carcinoma means 








VERSION AND BREECH EXTRACTION* 


R. T. LaVAKE, M.D., F.A.C.S. 
Minneapolis, Minnesota 


8 inv paper will not dwell upon the usual in- 
dications for version, but will aim to bring 
into clear relief, for purposes of discussion, a 
more moot indication furnished by a group of 
vertex presentations, generally occiput-posterior, 
but sometimes anterior positions, in which labor 
is allowed, too frequently, to become prolonged 
beyond safe limits, in the belief that normal de- 
livery may obtain, or low or mid-forceps may 
eventually be used, and in which version at the 
earliest reasonable moment, with due regard to 
conservatism, will in my experience bring better 
results as regards lowered infant morbidity and 
mortality and maternal morbidity. These cases 
are recognizable by the character of the labor, 
the peculiar advance and retreat of the head, and 
the peculiar consecutive findings in the cervix as 
labor progresses. 


These cases may present for the first time in 
labor with the head well engaged, with pelvic 
measurements ample, and position normal. How- 
ever, it soon becomes apparent that the head 
does not make a progressive descent, nor is the 
dilatation of the cervix progressive and the pains 
are irregular to a marked degree in frequency, 
severity and duration. One rectal examination 
may show the head halfway down to the spines, 
the cervix dilated four or five fingers and well 
effaced. At the next examination, a few hours 
later, you will be astonished to find the head 
higher in the pelvis, dilatation of the cervix ap- 
parently less and effacement less manifest. At 
subsequent examinations these findings will al- 
ternate. These are the cases that experience has 
taught me to follow with especial care, with the 
definite aim of not allowing conditions to obtain 
that would render version and breach extraction 
impossible or unusually difficult. Were these 
heads to remain continuously high or floating, 
the indications for possible version would be ob- 
vious and we would seldom be led astray. The 
apparent ease with which the head reaches near- 
ly or even to the spines leads one to feel that 
soon the head will descend to the floor, dilatation 
will be complete and normal delivery or delivery 


*Presented at the meeting of the Minnesota Society of Ob- 
stetricians and Gynecologists, January 16, 1937. 
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with low forceps will eventuate. Possibly one 
ruptures the membranes feeling that that may 
hasten the process to the benefit of the mother. 
Yet these patients may go on in labor for days 
and make no progress. You are sure of your 
measurements and sure of your diagnosis of 
presentation and position. Finally, because of 
signs of severe fatigue on the part of the moth- 
er, not avoidable by constant attention to nour- 
ishment, rest and analgesics, or because of signs 
of fetal distress, you prepare the patient for in- 
tervention, and what do you encounter? You 
feel a cuff of soft cervix, but as you examine 
the head to check up on your rectal findings, the 
head retreats up the pelvic canal upon the slight- 
est pressure, and before you know it you have a 
very high or floating head, and you find the cer- 
vix completely dilated but hanging down at the 
sides of the head like the edges of an open bag, 
presenting a condition that has been called a 
concealed second stage of labor. Now if one re- 
views his previous rectal findings, he will realize 
that this stage had been reached hours before, 
and he had failed to recognize it. At that time 
the membranes may have been intact or possibly 
not long ruptured, and mother and child in excel- 
lent condition. The failure in recognizing the 
concealed second stage of labor in time may have 
rendered version unsafe or impossible, and high 
forceps the only recourse. 

Though it is obvious that the relative fetal 
morbidity and mortality consequent upon the use 
of high forceps or version and breech extraction 
will vary according to the relative expertness of 
the operator in the two maneuvers, it is my opin- 
ion that, with equal expertness in both maneu- 
vers, high forceps is more dangerous than ver- 
sion and breech extraction, when the latter is not 
definitely contraindicated. These are the cases 
that to my mind bring up the average of success 
in the hands of the extremists in version. In 
the hands of the extremists in version, such 
cases never materialize because version is per- 
formed as soon as conditions make it possible 
and their only difficulties are the results of the 
well known hazards of version and breech ex- 
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VERSION AND BREECH 


traction in point of infection and trauma, which 
hazards under perfect surroundings and in the 
hands of experts are not so great as the unskilled 
would believe and yet so great, even with experts, 
that to my mind version should never take the 
place of normal delivery or low forceps when the 
latter can reasonably be predicted and haste is 
not imperative. 


Some of the causes of the type of labor under 
discussion can only be conjectured. We are quite 
sure of the frequent factors of the imperfect ro- 
tation, extension, and deflections of the head. 
The attitude of the upper extremities of the fe- 
tus may sometimes be a factor. In regard to the 
cervix it is likely that the position and attitude 
of the child so affects, by pressure, the innerva- 
tion and musculature of the lower part of the 
uterus that contraction above the head is permit- 
ted before the external os is retracted beyond 
palpation from below. As this phenomenon may 
not occur in a subsequent labor, or may not have 
occurred in a previous labor, it cannot reason- 
ably be explained by any abnormality in the uter- 
us itself save in the case of later development of 
fibromyomata. 

If one will follow his patients in labor with 
the entity under discussion continuously in mind, 
one will seldom be misled. Whenever in this 
type of labor a concealed second stage is sus- 
pected, one should prepare the patient for a vag- 
inal examination with everything ready for im- 
mediate version and breech extraction if the 
condition is found and there are no contraindi- 
cations. 


There are a few very important points in the 
technic of successful version and breech extrac- 
tion that one should keep constantly in mind, 
which cannot be reiterated too frequently in so- 
cieties such as this: Do not attempt version and 
breech extraction until the patient is under deep 


anesthesia and you have thoroughly tested the | 


complete dilatation of the cervix with your fist 
and spread fingers. If the uterus is found to be 
even slightly constricted above the head, give 
one or two hypos containing one cubic centimeter 
each of 1:1500 adrenalin solution. 


See to it that if any constriction above the 
head exists, you push the head well up in the 
main cavity before you attempt the version. The 
head can be held up and to the side by a hand 
on the abdomen until you have successfully pull- 
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ed down the legs past the head and ease of prog- 
ress in traction satisfies you that version is com- 
plete. Take plenty of time and be as gentle as 
possible in swinging the baby around in version 
and pulling the foot or feet past the head. Be- 
fore attempting to deliver the trunk, see that the 
back faces the operator. 

Splint the thighs on the pelvis with the hands 
in delivering the trunk and first shoulder. 

When the umbilicus is delivered, pull down a 
loop of cord. 


Before delivery of the arms, do not allow any 
pressure on the abdomen, as such pressure seems 
to increase the frequency of the arms being ex- 
tended behind the head. 


Attempt the delivery of the anterior shoulder 
first by gentle traction of the splinted thighs to- 
ward the floor. The anterior shoulder will usual- 
ly slip out under the symphysis pubis, and the 
arm is easily extracted. As regards the posterior 
shoulder and arm, many of us feel that there is 
less danger of twisting the neck if we reach in 
posteriorly and deliver the shoulder and arm pos- 
teriorly than if we rotate the body and attempt 
delivery by traction as with the first shoulder. 
The maneuver of delivering arms extended be- 
hind the head by inserting the fingers back of 
each arm in turn and sweeping each arm in turn 
across the face and down and out, is sometimes a 
most difficult procedure and one will do well to 
visualize the technic frequently and practice it 
on a mannikin. After the delivery of the arms, 
never allow the body of the baby to hang with- 
out support. Continually keep in mind the fact 
that the baby is in a position similar to a man 
with a noose around his neck, and that any jerk- 
ing and any immoderate tension from below or 
quick angulation of the body on the head will 
likely bring about injuries similar to those sus- 
tained in hanging. 

Give the Mauriceau-Smellie-Veit maneuver a 
gentle trial, with a good assistant adding pres- 
sure from above in the direction of the pelvic 
canal. On no account use much force from be- 
low, and, above all, do not get excited and twist 
and jerk the body. If unusual resistance is en- 
countered, have your assistant keep the spine 
taut and support the body of the baby above the 
operator’s line of vision into the vagina, retract 
the perineum with a wide retractor so that air 
can get to the baby’s mouth, and then by direct 
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vision apply forceps to the aftercoming head. 
No haste is needed after the baby can get air. 
Take plenty of time and remember that every 
move should aim at protecting the head and neck 
of the baby from trauma in the process of ex- 
traction. Though forceps are seldom needed, 
they at times make all the difference between 
success and failure and should always be at 
hand. The most easily applied forceps for this 
purpose are the Piper aftercoming head for- 
ceps; but the Tarnier axis traction forceps are 
just as efficient and almost as easy to apply. 

The possible difficulty of extracting the head 
due to perineal resistance should be clearly vis- 
ualized at the start, and the perineum prepared 
before version by a thorough ironing out, plus 
episiotomy if indicated. 

Both from the standpoint of asepsis and great- 
er ease in consummating version, the long elbow 
rubber glove should be used. 

In the endeavor to obtain an approximate esti- 
mate of what is deemed to be the indicated fre- 
quency of use in the conservative application of 
version and breech extraction, I append the re- 
sults of 1,000 labors in one hospital, labors for 
which I was entirely responsible from beginning 
to end. 


These figures are only suggestive, both because 
it is a small series and because in the last analy- 


sis, as mentioned before, one’s relative expert- 
ness with high forceps or version and breech ex- 
traction will always be a large factor in deter- 
mining results. Six of these versions were per- 
formed successfully after careful trial by forceps 
seemed to warrant their discontinuance. Person- 
ally, I feel more sure of a successful outcome 
where version and breech extraction is_per- 
formed before high forceps becomes imperative, 
and every case is conducted with a view to not 
allowing, if possible, the labor to go to the point 
where version is definitely contraindicated. 
ce renner. 0 
Corrected fetal mortality 
Total versions and breech extractions 
Fetal mortality in version and breech extraction. 8.05% 
ME Be IS oa ierwe sco cceanddcadecaneme 1 % 
Fetal mortality in high forceps................. 30 % 
With due attention to proper nourishment, 
rest and analgesics, if labor shows progress, the 
length of labor per se, to my mind, should of- 
fer no indication for interference. I do not be- 
lieve, however, that a woman should be allowed 
to stay in the second stage of labor, whether 
frank or concealed, much over two hours with- 
out intervention, unless progress is so obvious 
that one can reasonably predict that possibly a 
mid-forceps or only a low forceps will be neces- 
sary if definite indications for intervention arise 
in mother or child. 





OBSTETRICAL ANALGESIA 
A Preliminary Report Of A New Method 


F. E. KLIMAN, Ph.C., B.A., M.D., and E. M. LAZARD, M.D., F.A.C.S. 


Los Angeles, California 


N 1923 Gwathmey’* set out to develop a combi- 

nation of synergistic drugs to produce pain- 
less childbirth He sought to produce relaxation 
and analgesia with little impairment of conscious- 
ness, thus enabling the patient to codperate at all 
times. As a result of his work there came into 
being the “Ether-Oil Method,” bearing his name. 

Since that time various drug combinations and 
methods have been tried. Allonal, phenobarbital, 
nembutal, amytal, dial, et cetera, have been used 
alone or in combination with hyoscine, morphine, 
pantopon, paraldehyde, and ether. The fact that 
there are so many methods indicates that the 
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ideal one has not been found, and that each 
method has its drawbacks. 

A satisfactory drug combination should not de- 
lay labor, nor harm mother or baby. It should 
entail the use of the smallest amount of drug to 
produce the maximum effect without impairment 
of the bodily functions after delivery of the 
patient. 

Furthermore, the method should be simple, 
eliminating special apparatus. The drugs used 
should be in convenient form for administration 
and easily obtained. The patient should be man- 
ageable and not require a corps of nurses in con- 
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stant attendance to keep her from falling or get- 
ting out of bed. 

In the past three or four years the popularity 
of the barbiturates has increased because of the 
claims made as to their harmlessness in obstetrics. 
In therapeutic doses the effect on mother and 
child is not harmful but, as a review of the lit- 
erature indicates, the amount of drugs used in 
the various methods advocated allows for a 
greater dose of the drugs than our pharmacolo- 
gists consider as therapeutic. 

Sollmann,® for example, states that sodium pen- 
tobarbital should not be given orally in larger 
amounts than 3 to 7.5 grains and yet many have 
advocated the use of nembutal up to 9 grains or 
more. 

3undesen,? in his survey of infant mortality 
within thirty days of delivery, blames the im- 
proper use of analgesics for a share of the infant 
deaths. 

One of the main drawbacks in the use of the 
barbiturates has been the extreme restlessness 
caused particularly when large doses are used. 
It is not our purpose to add another method of 
analgesia to the list merely as such. We do be- 
lieve, however, from our experience over a two 
year period, that we have a method that has 
given satisfactory results from the standpoint of 
safety, alleviation of pain and fear, and particu- 
larly in the diminution of restlessness. 

3efore outlining our method and the reason 
for choosing it, we will review briefly the work 
of others. 

In a recent article Gwathmey and McCormack’ 
described their modified technic for “Ether-Oil 
Rectal Analgesia in Obstetrics.” It is noteworthy 
that they now use sodium pentobarbital by mouth 
as a preliminary to the instillation of their rectal 
mixture of ether. 

Tritsch and Brown® in their report on the use 
of the barbiturates in primiparous labors came 
to the following conclusions: 

1. Barbiturates used alone are of less value for re- 
lief of pain during labor and for production of 
amnesia than when combined with other drugs. 
Barbiturates combined with sedative or amnesia- 


producing drugs appear to accentuate and prolong 
their action. 


Labors are shortest in patients in whom the great- 
est degree of analgesia and amnesia were ob- 
served. 


Ether per rectum used in conjunction with bar- 
biturates appears to delay labor. 


Jury, 1937 


Barbiturates are excitants in 25 per cent of all 
cases and this condition is aggravated by the use 
of another excitant such as scopolamine, and less- 
ened by morphine or pantopon. 

Apnea in infants is more common when barbit- 
urates are used during labor and is aggravated 
when pantopon is used in addition. 

Our experiences have been in many respects in 
accord with the work of Tritsch and Brown.® 
Charles Gould and B. C. Hirst,® in reply to a 
questionnaire sent to twenty-four clinics, arrived 
at the following conclusions: 

1. Pentobarbital sodium, with or without scopola- 

mine, is the most frequently used barbiturate. 


A large initial dose of pentobarbital sodium with 
or shortly followed by an injection of scopolamine, 
which is repeated as necessary, seems to be pre- 
ferred to frequently small doses of barbiturate. 


The usual dose of barbiturate given is 4 to 6 
grains, but as much as 7.5 grains is given at the 
first dose. 


Most clinics do not combine morphine with the 
barbiturates and one specifically mentions the in- 
creased danger of respiratory depression and also 
feels the use of the barbiturates is contraindicated 
in cardiac patients because restlessness increases 
the strain on the heart. 


Increased fetal asphyxia was reported by one 
clinic following the use of barbiturates. 

Galloway and Smith,’ in their report of almost 
1,500 cases in which scopolamine and pentobarbi- 
tal was used for the relief of pain during labor, 
gave an average of 9.03 grains of pentobarbital 
sodium to primipare. The first dose was gener- 
ally 7.5 grains. The largest dose given in their 
series was 22.5 grains. 

In multipare the average dose of pentobarbital 
sodium given was 8.07 grains. They noted that 
the majority of their patients were restless dur- 
ing pains, especially during the last part of the 
first stage and the second stage of labor. They 
did not attach much importance to the restless- 
ness as long as the patients received proper and 


- constant nursing care. They also employ a nurse 


as soon as the first dose of the drug is given and 
until the patient is awake and rational. Five of 
their patients were found out of bed after it was 
deemed safe to leave them. Three of their cases 
developed aspiration pneumonia; 44 per cent of 
their cases were catheterized in the puerperium 
on an average of five to eight days. 

From their last report they concluded that they 
were successful in allaying pain in labor in 93.6 
per cent of their cases by the use of pentobarbi- 
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TABLE I. 





EFFECT 
C.N.S. 


HYOSCINE 
Excitement then depression of 
motor division of brain, me- 

dulla, cord. 


CALC. BROMIDE 
Depression of cerebrum, me- 
dulla, spinal reflexes. 


SECONAL AND 
PENTOBARBITAL SO- 
DIUM 


Depression of forebrain, me- 
dulla, anaes poe lastly on 
cord. 





UNSTRIPED 
MUSCLE 


Less responsive 
Spasm lessened 


Not affected 


Antispasmodic 





RESPIRATION 


Slowed 


Larger doses 
slow, centric action 


Larger doses depress, 
cause irregularity 





BLOOD 
PRESSURE 


Little altered 


Not affected 


Lowered in 
larger doses 





EXCRETION 


Destroyed 
in 
tissues 


Lungs, skin, 
urine, feces, 
etc. 


Destroyed in tissues 
not excreted 
in urine 





ALIMENTARY 
TRACT 


Vagus depression; lessened se- 
cretions and activity 


Large doses 
irritate 


Large doses delay 
motility and emptying 





SECRETORY 
GLANDS 


Depressed 


Sweat glands 
depressed 


Renal depression 
due to B.P. fall 





METABOLISM 


Increased 


Phosphates reduced, 
chlorides displaced 


Large doses depress 
glycogen and sugar 





assimilation 





LOCAL 


Sensory endings 
ACTION 


in skin depressed 


None None 





SPECIAL 


Increased tendency 
ACTION 


to bladder paresis 








Diuretic by 
salt action 


Relieves bronchial 
and ureteral spasm 











tal sodium and scopolamine. They admit, how- 
ever, that the operative incidence is increased be- 
cause of failure of cooperation on the part of the 
patient because of the drugs. 

From the above mentioned, both the good and 
bad effects resulting from various drug combina- 
tions can be evaluated. 

We believe that in using comparatively small 
doses of the barbiturates we have overcome 
many of the bad effects, particularly the restless- 
ness. We do not feel that a patient has to be 
knocked-out completely to obtain the desired ef- 
fect. Although patients appear to be suffering 
they do not remember the events preceding de- 
livery. We have yet to see apnea in a baby as a 
result of the analgesia. 

In our series of 421 cases we have used sodi- 
um amytal, phenobarbital, seconal, and pento- 
barbital sodium. We have had the opportunity 
to compare our series of cases with those cases 
on the services where Gwathmey rectal anal- 
gesia, paraldehyde, and other methods were used. 
We have used our method both on private and 
clinic patients where the analgesia could be 


+o 


controlled and given at the right time (private 
cases), and where patients were brought in hur- 
riedly (clinic cases). With this information we 
were able to compare and evaluate the various 
methods used and the varied conditions under 
which they were used. 

To better understand the rationale of our meth- 
od, the pharmacological action of the drugs in 
our combination is outlined and summarized in 
the accompanying table and diagrams. 


Bromides 


Bromide action is due mainly to the Br ion. 
While other bromide salts may contain more ac- 
tual bromide, we use the calcium salt because it 
is less irritant and because the depressant effect 
of the Ca ion is helpful in allaying restlessness. 
Bromides do not enforce sleep but permit sleep 
through the elimination of excessive worry, rest- 
lessness, etc. The excretion of the bromides is 
mainly in the urine and excretion depends a good 
deal on diuresis. Calcium bromide is somewhat 
diuretic in action, hence there is more rapid elim- 
ination of this salt. It is a well known fact that 
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the administration of chlorides hastens the excre- 
tion of bromides and that bromide retention ef- 
fects are increased in chloride-poor diet. In tox- 
emia or nephritic cases where chloride diminu- 
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Fig. 1. 


tion is part of the treatment, the bromide effect 
can be produced with a minimum of drug. 

Since intravenous administration of glucose in 
saline is often given in difficult cases postpartum 
and postoperatively, one can, by this means, and 
at will, rid the body of bromides without compli- 
cating the treatment, as excretion of bromides is 
dependent on diuresis and glucose solutions pro- 
duce diuresis. 

In practice we have had less catheterizations 
to perform postpartum. 

As to the dose of bromide used, Sollman says 
a single dose of 1 or 2 grams of the bromides 
has no noticeable action on normal individuals. 
Above 4 grams, depression and decrease of re- 
flexes becomes apparent. The amount of calcium 
bromide we use is within the 4 gram limit and yet 
in combination with the barbiturates it does de- 
crease the reflexes, causes mental calm and im- 
perturbability progressing to lack of attention. 


Barbiturates 


Hirschfelder noticed that if an: animal was 
frightened before the administration of the bar- 
biturates, the effect was not as satisfactory as in 
the cases where the animals were calm before 
the administration of the drug. 


The administration of the bromides in our 
method seems to quiet the patient and probably 
accounts for some of the success. 


Jury, 1937 


Let us consider the action of barbiturates in 
general. The most noticeable physiologic effect 
of the barbiturates is the depression of the cen- 
tral nervous system, which results in anesthesia 
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and sleep. Summed up, small doses are sedative 
on the higher cerebral centers, larger doses pro- 
duce sleep, while still larger doses are anesthetic 
in action. The hypnotic action is exerted chiefly 
on the thalamus and corpus striatum. If suffi- 
cient barbiturate is given alone to produce a 
hypnotic effect, this effect is often preceded by 
considerable excitement, inebriation, and even 
delirium. 

Respiration and Circulation—The effect on 
respiration and circulation varies with the dose 
of the drug given. Small doses cause slight slow- 
ing of respiration, but blood pressure is not af- 
fected. In larger doses there is depression of 
the respiratory centre with reduction of depth 
and rate. Often there are irregularities in res- 
piration and lowering of the blood pressure. 

Temperature and Metabolism.—In small doses 
there is no effect on temperature or metabolism. 


-Larger doses, however, may cause a fall in both, 


and in still larger doses there is interference 
with glycogen and sugar assimilation. 

Action on smooth muscle——Small doses have 
no significant effect on muscles and contractions 
of the parturient uterus are not affected. In 
larger doses the motility and emptying time of 
the stomach and intestines is markedly delayed 
due to the antispasmodic effect of the drug. 

Action on the kidneys—With therapeutic 
doses the output of urine is diminished, and 
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with larger doses anuria may occur because of 
the fall in blood pressure. 

Sodium pentobarbital, according to Bachem 
(quoted by Sollman),* yields a depressant sub- 


BROKEN UNE = DEPRESSION 
CONTINUOUS LINE = STIMULATION 


HYOSCINE 
BROMIDE | ¢ 


SPLANCHNIC 


\ 
\ ° 
— 
z 
, 
musae / 


Fig. 3. 


stance in the urine. The percentage of excretion 
of barbital is in inverse proportion to the dose. 
While barbital and phenobarbital are eliminated 
mainly in the urine, seconal and sodium pento- 
barbital are destroyed in the liver and oxidized in 
the body. 

Hyoscine Hydrobromide 


Central nervous system.—Hyoscine produces 
a depression of the motor divisions of the brain, 
thence the medulla and cord. Often there is a 
stage of delirium and excitement. 

Unstriped muscle is made less responsive and 
spasm is lessened. 

The respiratory rate is slowed. 

The heart rate may remain normal or become 
slower due to its hypnotic action. 

Blood pressure is altered very little. 

The eye shows a mydriasis and loss of ac- 
commodation. 

The secretions of the alimentary tract are 
lessened and activity is diminished because of a 
depression of terminal filaments of the vagus. 

The secretory glands are depressed. 

Metabolism is increased by hyoscine and the 
drug is excreted or destroyed in the tissues. 

Temperature is often elevated possibly due to 
centric action. 

The sensory nerve endings in the skin are de- 
pressed. 
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Having described the action of the bromides, 
barbiturates, and hyoscine, we will now pro- 
ceed to outline, our method of analgesia and 
amnesia for obstetrical patients. 

When the patient enters the hospital and al] 
preliminary preparations have been made, we 
ascertain whether she is in labor and what 
progress she had made. She is advised that she 
will not be allowed to suffer and can have some- 
thing for pain, as soon as she desires. We try 
to start analgesia when the cervix is dilated 3 
to 4 cm. and pains are regular at five minute in- 
tervals, but where the patient is nervous or rest- 
less, we give 2 drams of an elixir containing 15 
grains of calcium bromide to the dram. This 
usually allays apprehension and, if no vomiting 
takes place, one-half hour later the patient is 
given 414 grains of pentobarbital sodium (three 
capsules with ends pierced by needle). If the 
cervix is dilated 4 cm. or better we give 1/200 
grain of hyoscine fifteen minutes later. There is 
no repetition of the hyoscine, but should the 
labor be prolonged we give another 1% grains of 
pentobarbital sodium and 1 dram of the elixir. 
It is rarely necessary to repeat the medication in 
the average case. The patients moan occasionally 
and there is a tendency on the part of the nurse 
or interne to suggest repetition of the medication. 
A check on patients after delivery has proven 
to us that most of our patients have no recollec- 
tion of having moaned or suffered after medi- 
cation was started, yet they are codperative be- 
fore the inhalation anesthetic is started. In those 
cases where hyoscine was repeated, the patients 
became very restless. Large doses of barbiturates 
caused the same results. Where a patient vomits 
the medication, we repeat it. 

We are now working on a single capsule which 
will contain both the bromide and the pentobar- 
bital sodium and which will release them for 
action at the desired time. If the patient vomits 
such a capsule, it will be easy to administer an- 
other and know exactly what dose of drug the 
patient has retained. 

Some patients reach the hospital well advanced 
in labor and require some medication. We have 
found that 3 capsules of seconal plus 2 drams 
of the elixir takes care of the situation. We do 
not use hyoscine in these cases. The seconal 
acts more rapidly than the pentobarbital sodium 
and is rapidly eliminated. 

We also use 2 seconal capsules and 2 drams of 
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the elixir in primipare where we know the 
patient to be highly nervous and labor has just 
begun. These patients receive the usual com- 
bination of bromide, hyoscine, and sodium pento- 
barbital, when the cervix is dilated 4 cm. or more. 
Seconal and pentobarbital are compatible. We 
have used as much as 7.5 grains of seconal in 
several of our test cases without harm to mother 
or baby. ; 

Elimination of fear is followed by more pro- 
nounced action of the barbiturates. 

Our results have been satisfactory in 90 per 
cent of our combined private and clinic patients. 
If cases are selected our successes exceed that 
figure. Small women, under 100 pounds, have 
been carried through on 3 grains of pentobar- 
bital sodium plus the bromide and hyoscine in 
the usual dose. 


Clinical Observations 


Barbiturates are not strong analgesics when 
given alone in moderate doses. Pain produces 
restlessness when small doses are given alone. 
Marked restlessness is apt to occur even in the 
absence of pain when large doses of barbiturates 
alone are given. If hyoscine is added these pa- 
tients are even more restless. 

The administration of sufficient barbiturate to 
produce complete analgesia or amnesia carries 
the risk of producing respiratory and vascular 
depression. 

Debilitated individuals, cardiac patients, those 
with upper respiratory infections, tuberculosis, 
or anemia, stand the barbiturates poorly. 

Large doses of barbiturates have a tendency to 
abolish the pharyngeal reflex. Accordingly, if a 
patient is anesthetized on a full stomach, aspi- 
ration pneumonia is more likely to occur. 

The marked restlessness produced by large 
doses of barbiturates adds further strain to an 
already damaged heart. 

If scopolamine is repeated in cases where large 


doses of barbiturate have been given, the rest- 
lessness becomes more marked. 

Shifting from one procedure to another and 
using many drugs in the same patient, as a rule 
proves unsatisfactory. 


Summary 


We present here a preliminary report of 
a modified analgesia for obstetrical patients. 


In our hands the method has been satis- 
factory from the standpoint of mother and 
baby. 

We use simple drugs in small doses, and 
no complicated apparatus for their admin- 
istration. 


Our cases required no extra nursing care. 


The number of postpartum catheterizations 
have been reduced considerably. 


We expect to simplify the method further 
by using a single capsule containing the 
bromide and barbiturate, each drug to be 
released at the proper time. 


Note: We owe our thanks to the Eli Lilly Company, 
to Dr. G. Rosenblum, Dr. A. Webb, and Dr. M. Z. 
Silton, for their codperation in making this study pos- 
sible. 
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THE INCIDENCE OF TUBERCULOSIS AND THE DEEP CHEST* 


S. A. WEISMAN, M.D. 
Minneapolis, Minnesota 


| is a previous study on the contour of the 
chest according to environment, it was shown 
that children from better socio-economic dis- 
tricts had on the average a flatter type of chest, 
were taller, and weighed more than children 
from poorer socio-economic environments.’ Oth- 
er studies made on the shape of the normal and 
tuberculous chests showed that the average tu- 
berculous chest is deep and narrow, and the 
healthy chest is flat.** Therefore, since the chil- 
dren from the poorer districts have on the 
average the deep type of chest, one similar to 
the type of chest found in the average tubercu- 
losis patient, there should be a higher incidence 
of tuberculous manifestations in the children 
from these districts. The purpose of this re- 
port is to show that tuberculosis is much more 
prevalent among the deep-chested children. 

The children from the Minneapolis school 
districts that were used in a previous report 
were also used for this study.1_ The school dis- 
tricts representing the better groups were the 
Field, John Burroughs, Calhoun, and Sydney 
Pratt. Those representing the poorer school 
districts were the Summer, Harrison, Jackson, 
and Washington. The records of the Minne- 
apolis Health Department for the years 1931-32 
were carefully examined for cases of some form 
of tuberculosis that were recorded from these 
school districts. These were compared. (Graph 
1). 

There were forty-two reported cases of tuber- 
culosis from the better districts, representing a 
school population of 1,171 children, an incidence 
of 3.58 per cent. There were seventy-one cases 
reported from the poorer school districts repre- 
senting a school population of 855 children, an 
incidence of 8.30 per cent, over this two year 
period. That is, there were over twice as 
many reported cases of some form of tubercu- 
losis from the poorer districts, where the deeper 
type of chest prevailed, than there were from 
the better school districts. 


*From the Department of Medicine, University of Minnesota, 
and Glen Lake Sanatorium, Oak Terrace, Minnesota. b- 
stract presented before The Central Society for Clinical Re- 
search, Chicago, Nov. 7, 1936. 
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However, when the number of cases from 
the best school district (John Burroughs 
School) was compared with the number of 
cases from the poorest school district (Sumner 
School) the difference was most significant, 
There were five reported cases from the best 
district, representing a school population of 231, 
an incidence of 2.16 per cent, as compared with 
thirty-two reported cases from the poorest 
school district, representing a school population 
of 158, an incidence of 20.25 per cent. In other 
words, there were almost ten times as many 
cases of reportable types of some form of 
tuberculosis from the deep-chested children 
from the slums of Minneapolis, than there were 


TABLE I. INCIDENCE OF TUBERCULOSIS IN POORER 


SCHOOL DISTRICTS 


1931—figures in light face type 


Girls 36 
1932—figures in bold face type 


Boys 35 
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INCIDENCE OF TUBERCULOSIS IN BETTER 
SCHOOL DISTRICTS 


TABLE II. 


Girls 27 


31—figures in light face type 
19 Boys 15 


1932—figures in bold face type 
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among the flat-chested children from the best 
school district in Minneapolis. 

It is well known that there is much more 
tuberculosis among the poor. Poor hygiene, 
lack of proper foods, and poor housing condi- 
tions play a very important part in disseminating 
tuberculosis. Poor hygiene, food, and ventila- 
tion also lead to under-developed children. 
These children have on the average not only 
a deeper chest, but they are also lighter in 
weight and shorter in height. The underde- 


Incidence of Tuberculosis in relation to 
Socio-economic Environments 
1931 - 1932 
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Graph 1. 


veloped deep chest and body are the soil in 
which the tubercle bacillus can best thrive. 

In many large cities the government is wip- 
ing out the slum districts and replacing them 
with modern, well built, and ventilated homes. 
This is a very constructive, far-reaching piece 


of work, and will go far in reducing the inci- - 


dence of tuberculosis. Then in the future, we 
will probably find a better developed child in 
these districts, a child who is not only taller 
and heavier than the average child in the slums 
now, but one with a flatter type of chest; and 
in all probability there will be a marked de- 
crease in the incidence of tuberculosis. 

We of the medical profession can advance to 
our aim of eliminating tuberculosis by acquaint- 
ing the public with the part slums play in the 
fostering of this disease. 


Conclusion.—There is reason to believe that 
there is a definite positive correlation between 
tuberculosis and the deep chest. 
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“DR. O’BRIEN SPEAKING ....” 


Wititram A. O’Brien, M.D. 
Associate Professor of Pathology, University of Minnesota 


“Be not thy tongue thy own shame’s orator.’—Comedy of Errors, Act III, Se. 2. 


OOD speakers are made—not born. Without ex- 

ception, they like to talk and know the rules. 

All of them realized early in their careers that if 
they wanted to make good speeches they had to make 
an effort to do so. They never stop experimenting with 
their technique because good speech is an art which can 
be developed. Physicians must be prepared to express 
their ideas to others. As with other professional 
groups, we have a considerable number of good speak- 
ers and those who do not do so well. If anyone has 
any .reason to doubt his speech ability, he should first 
admit his deficiencies and then try to correct them. As 
a general rule, the better the speaker the more con- 
scientious he is in attempfing to improve his speech. 
Some of the suggestions which follow may be helpful 
—at least, I have found them so. 


The subject of a talk is most important. When you 
are invited to speak, it is assumed that you have some- 
thing to offer. The same is true if you request an op- 
portunity to be heard. It is best to select a simple sub- 
ject upon which you have a certain amount of informa- 
tion. It is not wise to try to speak about something 
upon which your information is very meager at the 
time. It is much better to listen to others under such 
circumstances. Too often we hear physicians say that 
they got a great deal out of preparing a talk even if 
no one did from listening to them. I believe this is the 
wrong attitude. The subject we select should be pretty 
well in hand before we offer it to a program committee. 


Every speech should have a purpose. After you have 
selected your subject, being guided by the type and in- 
terests of your audience, write down in a few words 
the reason for your selection. Just because you have 
observed something which is uncommon in your expe- 
rience is a very poor reason for giving a talk. As a 
general rule, it is not wise to take up your audience’s 
time with a new procedure of diagnosis or treatment 
too early in its development. You may indicate in a 
few words that you are interested in such an idea but 
never make it the subject of an address. Medicine 
slowly changes back and forth. The best subject for 
the average man to attempt is some common condition. 
In it. he should correlate his own experience with that 
of others. It is assumed that his audience knows a con- 
siderable amount about his subject. His hope is to 
bring their knowledge up to date by various additions 
and subtractions to current concepts. This type of talk 
is always good. If you have made a real discovery, 
then by all means report it, but this does not happen 
very often. 


The next step is to outline your speech. Select from 
four to six points that you would like to make and 
stick to them. Too many speakers copy textbook out- 
lines which are intended for an entirely different pur- 
pose. It is very disheartening to an audience to listen 
to a speaker try to condense everything known about a 
complicated subject into a fifteen minute period. After 
they have made their outline, some speakers write their 
entire speech at once. Most lecturers, however, find it 
more desirable to write their speeches after they have 
spent most of their time thinking over the points they 
intend to make. Even though one may speak for an 
hour, it is not wise to attempt more than the usual four 
to six points. In enlarging your speech, be sure that 
your audience does not lose your main points. 


Extemporancous speech is the ideal form. The word 


is often misunderstood as it is confused with im- 
promptu speech. Extemporaneous speech means “speech 
delivery out of the moment.” It is thinking on our feet 
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as the result of long and adequate preparation. It is not 
memorized speech. Preparing a speech is a thinking 
process of high order. It requires sustained effort and 
mental concentration. On rare occasions a manuscript 
should be read. Even thotigh a manuscript is required 
for future publication, it is unfair to an audience to 
have them sit and listen to something which they can 
later read in a medical journal. What we should do js 
develop the ideas we have written in our article and 
present them to the audience. We analyze an article 
when we read it, therefore the only reason for reading 
a paper in advance of publication is to attempt to give 
the personal touch to our views. A lecture has been 
defined as a personality plus a textbook; a medical pa- 
per should be a personality plus a manuscript. 


Most good speakers are not orators. They follow the 
conversational mode which is effective speech in any 
situation. A person who is a good conversationalist 
with very little change in his technique can become a 
good speaker. In conversation, we do not speak ina 
monotone or continue after it is very obvious that our 
listeners are becoming bored. We vary our voices as to 
quality and rate of utterance, and we watch our listen- 
ers to see if they are interested. The old rule that it 
does not make any difference if it is five people or five 
thousand that we are addressing is still good. The first 
training in improving our speech method is to attempt 
to improve our conversational ability. 


Do not try to be funny. The average speaker imag- 
ines that he must start with a story but finding a good 
story that just fits the occasion is an undertaking be- 
yond the scope of most of us. If your story is very 
good and well told; it may hurt you rather than help 
you. If your story is poor, it is giving yourself an un- 
necessary handicap. Most stories have been heard by 
the average man in one form or another. There are 
only a few basic situations about which stories are 
built and these have become familiar to most of us by 
the time we have reached our majority. A speaker with 
a real sense of humor is another matter. He under- 
stands the necessity of holding his audience’s interest 
by taking advantage of humorous situations as they 
arise. Humor is the association of disassociated ideas 
or the dissociation of associated ideas. It is necessary 
to break the tension of your audience from time to 
time. This can be done by introducing “asides” and not 
using so-called “prepared wit.” It is not wise for a 
professional man to get a reputation as a story-teller 
while delivering scientific papers as his audience will be 
more apt to remember the story than his message. 


Avoid an extravagant style of speaking. Use short, 
simple sentences. If you find yourself in an involved 
statement, it is best to stop and start over. Many 
speakers bury their thoughts in a barrage of words 
loosely coupled together in long meaningless sentences. 
We should attempt to make comprehension easy—not 
difficult. It is up to the audience to get our meaning at 
once or not at all. Do not be afraid to use personal 
pronouns freely. ‘After all, we want the speaker's 
viewpoint as in most instances we have ideas of our 
own. One of the most effective teachers I have ever 
known used personal pronouncs freely and never left 
his audience in doubt as to his views on the subject 
under discussion. Whether you agreed with him or not, 
at least you knew how he felt about it when he was 
through. 


All good speakers are nervous at the start and I 
might add that they never completely conquer this feel- 
ing if they continue to be effective. If you start with- 
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* PUBLIC SPEAKING—O’BRIEN 


out any feeling of apprehension as to the result, you 
probably do not know what is meant by the speech sit- 
uation. In every speech situation, there are two parties 
_the person speaking and the persons addressed. The 
only reason for communicating our ideas to others is 
to attempt .to influence their behavior. The average 
man is nervous because he realizes the responsibility 
of the situation for he does not care to have the repu- 
tation of simply speaking to be heard without offering 
anything to his audience. If one is well-prepared and 
has thought out his message in advance, he should be 
able to drop his nervousness as soon as he starts. Re- 
lax the muscles and voice as soon as possible by con- 
centrating on putting over your ideas. A sincere, origi- 
nal, lively speaker with a pleasant voice will always be 
heard and given a chance to tell his views. 


Never apologize at the beginning of a speech. If 
you feel that your effort is not to be your best, it is 
too late to make amends. In the average case, suffi- 
cient time has elapsed to make proper preparation for 
your effort. If you have done this, there is nothing to 
apologize about. Practically all the apologies offered 
at the beginning of a speech are egotistical in nature. 
I suppose there are those rare souls who are really so 
modest that they must express their feeling of humility 
at taking up our time. I am sorry to say, however, 
that the average apologetic medical speaker is appar- 
ently not of this variety. 


Never thank your audience when you finish. This is 
a necessary ending in certain situations but not at the 
end of a medical address. Again, I am afraid this is an 
expression of egotism or an old-fashioned custom. We 
thank a medical audience when we take up their time 
to present to them an idea or a proposition which is 
contrary to the usual order of business. If our medical 
talk has been worth while, the audience should thank 
us for our efforts in their behalf. This may seem like a 
small matter, but it is the little things which make the 
difference between a good talk and one which is not 
so good. 


Every age has a certain contribution to make. Young 
men adopt a different technique than older men. The 
average medical student today has plenty of experience 
in presenting case histories. The history, physical and 
laboratory examinations of a senior medical student 
represent a unique contribution to medical literature be- 
cause of his unbiased observations. In correlating nec- 
ropsy findings with case records, the senior medical 
students’ notes are usually best for comparison. It takes 
time and experience for younger men to crystallize 
their ideas on diagnosis and treatment. The average 
medical society overlooks a very good source of pro- 
gram material by not using its younger men for case 
reports and case studies. These should be followed by 
discussions by older men who are able to interpret this 
material on the ‘asis of their broader experience. At 
the weekly Staff Meetings of the University of Minne- 
sota Hospitals, we rely almost exclusively on our 
younger men to prepare the material for the meetings 


and on our more experienced staff men to discuss the . 


conclusions. It is also to be remembered that many 
of our younger men have had a great deal of expe- 
rience in specialized fields while doing graduate work 
or working in clinics and hospitals while waiting for 
their private practices to develop. With advancing 
years, our desirability as a program contributor often 
decreases. What this age is varies a great deal. Many 
of our older men retain their ability to exhibit critical 
judgment on medical problems up to advanced years; 
others seem to lose it earlier in life. When it is lost, 
it is a peculiar combination of lack of interest in change 
and dwelling in the past. 


Most of us offend by failing to speak clearly and 
loudly enough to be heard. We should form our vowel 
sounds in the mouth, never the nose or throat. If we 
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wish to be heard in a large crowd, we should put on 
the power from deep down in our chest in the dia- 
phragmatic region and relax our throat. Good speakers 
usually have powerful chests and have cultivated 
breath control. Too often we hear a man mumbling 
away upon the platform as if by some magical means 
we could find out what he was trying to say. The front 
third of an audience, especially if it is seated in a long 
room, should be made more or less uncomfortable so 
that the listeners in the back of the room will be able 
to hear without effort. 


Distinct speech results when sounds are formed in 
the mouth. It is impossible to be heard distinctly if the 
tones are developed high in the head or back in the 
throat and if we launch them through the nose. The 
four rules of pure and distinct speech are: First, use 
the entire mouth in speaking, sound the front vowels 
at the front of the mouth, the middle vowels at the 
middle, and the back vowels at the back. Second, learn 
to give diphthongs two shapes of the mouth in speak- 
ing. Third, learn to make short sounds short and long 
sounds long. Fourth, generate all powerful speech in 
the diaphragm. Unsatisfactory voice placement is 
usually the result of lip and jaw laziness and substitu- 
tion of the nose for the vocal cords. Radio announcers 
of the large chain programs, as a general rule, speak 
distinctly. You have heard your radio announcer say, 
“This is the Columbia Broadcasting System, many 
times without realizing the technique he uses. Repeat 
after him the statement until you can say it like he does 
and then analyze what you are doing. The English lan- 
guage requires sixteen separate vowel sounds and each 
one demands a distinct and separate shape of the mouth. 
Most indistinct speakers use only seven or eight mouth 
shapes. 


Use illustrations freely. Some speakers can actually 
paint pictures with words. Scientific men should be 
able to explain what they mean. There are times, how- 
ever, when lantern slides should be used. If you are 
going to talk about the lantern slides, speak with the 
lights out and move right along with your discourse. 
A good example is the the use of illustration in Der- 
matology and Radiology where the slides are the main 
feature. If you are only using a few slides or an as- 
sorted group, it is much better to show them at the 
beginning or at the end of your talk. If charts are 
used, the lettering should be large enough to be read 
from the back of the room. 


Beware "of using complicated statistics. It is surpris- 
ing how few people can understand statistical presen- 
tations. It is much better to condense your material 
into conclusions of the simplest sort and serve your 
more complicated tables for the printed article. While 
the details of arriving at your conclusions may be fas- 
cinating to you, it is to be recalled that you have spent 
a great deal of time studying them before your talk. 
In the short amount of time your audience has to see 
them, it is difficult for them to get the same informa- 
tion from your charts that you do. I would not have 
you believe that statistics are not necessary or should 
be avoided but they should be of the simplest variety 
and represent conclusions rather than the complicated 
details leading up to these conclusions. 


What is the secret of talking to non-professional 
groups about scientific matters? The answer is very 
simple for all that you have to do is to put yourself 
in the place of the audience. It is the same situation 
that we would be in if we were listening to something 
about which we had very little knowledge or none at 
all. Physicians speaking to non-professional groups 
should never have to apologize for their inability to 
explain their ideas or for the use of difficult scientific 
terms. They should never get into a dilemma where 
they have to explain their way out but rather they 
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should anticipate the point ahead. I realize that this is 
difficult but we should never give the audience the im- 
pression that we are condescending. Simple, dignified, 
sympathetic speech should always be employed and 
every statement weighed in advance to avoid misinter- 
pretation. In spite of your best efforts, you will fail 
but do not worry too much about this as the main 
purpose of such discussions is to interest the listener 
and make him want to know more about the subject. 
Their own physicians are in the best position to answer 
the questions which naturally arise following your talk. 


Beware of sarcastic remarks. Speeches composed of 
ridicule are effective only for partisan groups. Little is 
gained by such an approach when dealing with a non- 
partisan audience. Physicians do more harm than good 
when they ridicule those with whom they do not agree 
when addressing lay audiences. The same statement ap- 
plies equally well when addressing scientific groups. 
For, after all, scientific men should be openminded and 
the presentation of facts, not ridicule, should be our 
method of discussion. 


Impromptu speeches usually represent our poorest 
effort. Poor discussions always result when impromptu 
speech is employed. Those who are to discuss papers 
should have an opportunity to see them in advance and 
then they should not repeat what has been said except 
by way of emphasis. If they have nothing to offer, 
they should not say so and then make a speech. If 
they have something to say, they should say it and 
then sit down. It is not necessary in discussing a paper 
to make effusive complimentary remarks no matter 
what the merits of the offering. Chairmen should avoid 
impromptu introductions of speakers. Always check 
your notes with the speaker in advance to avoid em- 
barrassing under- or over-statements of his connections 
or qualifications. Speakers in acknowledging introduc- 
tions should also use a very simple form. There are 
formal occasions in which a more elaborate reply is 
appropriate but for the average medical audience the 
reply to the chairman’s introduction should be of the 
simplest type. And speaking of introductions, the more 
prominent the speaker the shorter the introduction. 
Most people know this so that a long introduction is 
rarely considered complimentary. 


There are many advantages of speech training. It 
disciplines one in the art of thinking, helps form cor- 
rect habits of speech, extends one’s sphere of influence, 
develops the ability to speak in public, aids in social 
adjustment and makes for better citizenship. You can 
improve your speech by studying theory, examining 
model speeches and by practice. Do not worry too 
much about whether or not you have made good in 
your effort. Every speech accomplishes something. It 
is either informative, impressive or entertaining. Good 
speeches are a combination of all three of these fea- 
tures. 


Ending a speech is an art. The best time to stop is 
when you are supposed to or when your audience is 
getting bored. There is very little excuse for going on 
when your audience has left you. When either time 
comes, summarize in a few words the main points 
that you hope you have made and then sit down. 
While it may be a pleasant surprise when you stop 
suddenly, there is little to be said in favor of this meth- 
od of ending a talk. Give your audience a few min- 
utes warning that you are soon to finish so that they 
may relax with you. When you get up to speak, you 
may think the situation is new and novel but it has 
happened thousands of times before. Most good speak- 
ers would rather speak than do anything else. If you 
do not feel this way about it, you had better ask your- 
self how you can improve your speech technique for, 
after all, we are social beings and like the approval of 
our fellow men—Bulletin of the Hennepin County 
Medical Society, 7:85, (Aug. 25) 1936. 


454 


PUBLIC SPEAKING—O’BRIEN 


A WORD FOR HONEST DOUBT 

Once a nation is persuaded that it is ill, receptivity tp 
lay and professional diagnoses of its malaise becony 
the rule and acceptance of novel treatments the fash. 
ion. Every theory of every man or woman who woul 
do the world a good turn is actively promoted as , 
prescription for the public good. Customary vigilanc 
and common sense go off duty. Hopeful panaceas slip 
under the big emergency tent without challenge. 

Now that the depression is history, and recovery js 
a current fact, sponsors of any amendment to the 
American way of life should be willing to walk up to 
the main entrance and show their credentials. Proof 
of every assertion should be forthcoming and a cap. 
tious rather than casual weighing of cost, human as 
well as money, should be made. Plans offered for 
national acceptance should be solid enough to with- 
stand a wholesome skepticism articulated in the public 
interest. Those who plead for a change from this and 
that to that and this, on the ground that their measure 
has been successful in a foreign land, should bear the 
burden of proof. Advocacy of drastic institutional re- 
modelings solely by the argument that the workable 
precedent has long been established in England, Ger- 
many, Sweden or Russia is a commonplace. A high of- 
ficial chided us recently for having been “a backward 
nation, twenty-five years behind Germany in social se- 
curity.” As more and more is heard in Washington of 
“extensions” to the Social Security Act, in the form of 
‘health insurance, the device of cross-examination might 
be usefully applied to this proposal: 


Q.—Is it or is it not a fact that sickness insurance in Ger- 
many has 


(1) created a scandal in the large amount of funds used 
for administration? 

(2) increased the number of sick days per year from 5% 
to 28 (in England since compulsory health insurance 
from 9 to 12%) while in the United States the per- 
centage has not increased over the same period? 


Q.—Is it or is it not a fact that state health insurance in 
Germany and England has shortened life expectancy, in- 
creased infant mortality, in striking contrast to the ex- 
perience of the United States? 

Q.—Is it or is it not a fact that authentic studies show that 
in any comparison between compulsory health nations and 
the United States, on death rate, on diseases subject to 
human control the odds are all in favor of the private 
medical practice here? 

Q.—Is it or is it not a fact that medical science has advanced 
more slowly, that medical practice has become more of 
drudgery in those countries which enjoy state medicine? 

Q.—Is it or is it not a fact that there is grave doubt that the 
investigations of personal life necessary to proper ad- 
ministration of health insurance by a political agency, 
while tolerated in Europe, would be resented here? 

* * * 


These questions are not captious. They are sug- 
gested by an editorial study of security measures 
abroad. They are submitted in a desire to get at the 
truth, to find the quickest and soundest way to bring 
greater protection for the individual against the vicissi- 
tudes of life. 

Were a questioning state found directed toward simi- 
lar measures which well meaning protagonists would 
transplant from other countries, the consequences of 
their establishment here could be a matter of demon- 
strable expectation rather than progressive experimen- 
tation. The housing experience of the British govern- 
ment for example, the codperative “successes” of Eng- 
land, Sweden and Denmark, the various forms of in- 
dustrial control in Italy; price-fixing, state unemploy- 
ment agencies, public works and “five-year” plans in 
one country and another. All that’s necessary today to 
get a nod of approval, it seems, is to lug in a for- 
eign country as reference. To hold an honest skepti- 
cism, to insist upon details of practice abroad does not 
take the position that nothing good can come from an 
alien way of life. Rather, it approaches questions, 
which involve a fundamental change in the America 
of which we are only temporary trustees, with the 
same careful regard that the people give matters of 
fundamental personal concern.—MeErLE THorPE in Na- 
tion’s Business, March, 1937. 
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The A.M.A. Meeting 


T HE House of Delegates of the American 
Medical Association was confronted with 
some most important matters at its meeting held 
in Atlantic City last month. No one realizes bet- 
ter than the medical profession the problem of 
making adequate medical care available to the 
lower income group of citizens not indigent but 
on the other hand not financially competent to 
meet unusual medical costs. The problem is— 
what is the best way to solve the difficulty? 
The delegates from the New York Medical 
Society presented a resolution to the House of 
Delegates of the American Medical Association 
for action by that body which embodied most of 
the economic problems confronting the practice 
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of medicine today but which went rather far in 
its recommendations for government subsidy. 
The resolution called attention to the necessity 
for local, state and federal assistance to supple- 
ment the present efforts of the medical profes- 
sion in supplying medical care to the people. It 
specifically proposed an extension of local, state 
and federal activities directed toward prevention 
of disease, providing such action meets the ap- 
proval of the local medical profession and pro- 
vided it utilizes as far as possible the private 
practitioner; that private funds be available for 
the care of the medical indigent, for the support 
of medical education and research, for the as- 
sistance of hospitals that render service to the 
medical indigent, and for laboratory and consul- 
tation service. Public funds should preferably be 
allocated to existing private institutions, depend- 
ing on local needs to be determined by the local 
medical profession. Local county and state med- 
ical societies shall select “experts” to carry out 
the proposals. A further proposal was the con- 
solidation of all the health activities of the Fed- 
eral government under one department. The con- 
viction was also expressed that compulsory health 
insurance would not solve the problem. 


The Reference Committee of the House of 
Delegates to which this resolution was referred 
called attention in its report to the fact that the 
Board of Trustees had already recommended to 
the President of the United States the consolida- 
tion of all health activities of the federal govern- 
ment except those pertaining to the Army and 
Navy. It was felt that national health activities 
are important enough not to be subservient to 
any other department and should be headed by a 


. trained physician; that now when governmental 


departments are undergoing re-organization is 
the logical time to establish a United States 
Health Department. Such action should serve 
economy by avoiding duplication. 

The Reference Committee reported that where- 
as the medical profession had always been willing 
to give its services to the indigent, it recognizes 
that there is a group of citizens not indigent and 
yet not competent financially to meet unusual med- 
ical costs and that the profession is willing to con- 
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sider with other agencies ways and means of 
providing service and laboratory facilities for 
those not able to meet the full cost, but that the 
problem is local and state and not federal. The 
willingness of the profession to adjust its ser- 
vices is not in any sense of the word to be con- 
strued as an endorsement of compulsory or 
voluntary health insurance as a means of meet- 
ing the situation. The facilities of the American 
Medical Association are placed at the disposal of 
the government or any qualified agency in an 
effort to work out a solution of difficulties. 

The report of the Reference Committee after 
being adopted by the House of Delegates thus 
became the action of that body. 

The attitude of the profession can thus be 
construed to be a willingness to codperate with 
the federal government in every way by putting 
the facilities of the Association, including its 
records, reports and source material, at the dis- 
posal of the government. The profession does 
not feel inclined to “create a group which shall 
formulate the principles and proposals of a 
national health policy to be submitted to the 
government.” It does, however, strongly recom- 
mend the formation of a United States Health 
Department headed by a trained physician to 
supervise all the health activities of the federal 
government. The profession feels the medical 
care of the citizens is a local and state problem 
rather than a federal one. Medical problems vary 
considerably in different localities. The profes- 
sion reiterates its conviction that state health in- 
surance would not solve the problem. It does not 
feel disposed to recommend the expenditure of 
public funds for “medical indigents” and various 
medical activities to the extent proposed by the 
New York delegates. In working out methods 
of providing medical care not for the indigent, 
who are rather well provided for, but for the 
“medical indigent” unable to meet the full cost 
of medical care, the organized profession is will- 
ing and ready to codperate with any governmen- 
tal or other qualified agency. 

The day following this action taken by the 
House of Delegates, the delegates listened to an 
address by J. Hamilton Lewis, Senator from 
Illinois, and chairman of the sub-committee on 
social legislation of the Senate. He stated that 
federalization of medical practice is inevitable 
and that radical proposals are about to be made 
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in Congress. According to him the proposal js 
about to be made that the Federal Government 
examine every physician in the country to ascer. 
tain his right to practice under Federal law ; tha 
the Government is about to say that it knoys 
nothing about the existence of the patient-—a fi. 
titious invention of the doctors—but only of th 
citizen who is essential to the welfare of the 
government in a civil and military way. His 
speech must have suggested that our governmen 
has adopted the philosophy attributed to the 
German government at the time of the Worl 
War. Those who may have been alarmed by the 
address must have felt reassured by the reported 
repudiation of his ideas by the President. 

Nearly 10,000 physicians attended the meeting 
in Atlantic City and the total registration 
amounted to about 18,000. Of interest to Min. 
nesota physicians was the award of the Gold 
Medal in Class I for the best scientific exhibit 
to Leonard G. Rountree and his associates of the 
Philadelphia Institute for Medical Research and 
A. M. Hanson of Faribault for their exhibit il- 
lustrating original investigation on normal and 
abnormal growth associated with the develop- 
ment of sarcoma in albino rats from the in- 
gestion of a crude wheat germ. Particular com- 
mendation was made of the personal demonstra- 
tion by Edward C. Rosenow of the Mayo Foun- 
dation of his exhibit on the relation of strepto- 
cocci to the viruses of encephalitis and_polio- 
myelitis. In Class II the gold medal went to 
M. S. Henderson and his associates of the Mayo 
Clinic for their fracture exhibit. John Lundy and 
his associates received honorable mention in this 
class for their demonstration of the technic of 
regional anesthesia. 


The following officers were elected: J. H. J. 
Upham, Columbus, Ohio, president ; Irvin Abell, 
Louisville, president-elect; Junius B. Harris, 
Sacramento, vice president ; Olin West, Chicago, 
secretary ; H. L. Kretschmer, Chicago, treasurer. 
Nathan B. Van Etten, New York,.was re- 
elected speaker of the House of Delegates, and 
H. H. Shoulders, Nashville, vice speaker. Dr. 
R. S. Sensenich, South Bend, Indiana, 
elected a member of the Board of Trustees to 
succeed Dr. Rock Sleyster, who retires this year. 
Dr. Arthur W. Booth, Elmira, N. Y., was re- 
elected for a term of five years. 
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EDITORIAL 


Birth Control 


OME months .ago the National Committee 

on Federal Legislation for Birth Control 
forwarded to medical journals the report of a 
decision of the U. S. Circuit Court of Appeals 
for the second circuit which denied the right 
of the government to seize some contraceptive 
pessaries shipped from Japan to an American 
physician. The decision was hailed by the 
Committee as a bill of rights for the medical 
profession and inasmuch as the case was not 
carried to the Supreme Court the Committee 
claims the decision becomes the law of the 
land and that physicians may give contracep- 
tive advice in private practice and in public 
clinics. The fact is that this has been going 
on for some time with an uncertainty in the 
minds of many as to whether it is legal or 
not. The decision mentioned does not mate- 
rially alter the present legal status of contra- 
ceptives. In a nutshell, the decision construed 
the tariff law of 1930 as not including the im- 
portation of contraceptives for the use of phy- 
sicians for the purpose of saving lives or pro- 
moting the well being of their patients. 


At the recent meeting of the American Med- 
ical Association the Committee on Contracep- 
tive Practices recommended that the Associa- 
tion investigate the various forms of contra- 
ception, promote the teaching in medical schools 
of proper methods of birth control and make 
clear to physicians their legal rights in relation 
to their use. 

The adoption of the report, which simply 
recognized the 
House of Delegates, led to a protest meeting 
by seventy-five members of the Federation of 
Catholic Physicians’ Guilds, at which those at- 
tending 


contraceptive procedure by 


refused “to aline them- 
selves with any doctors who by adherence to 
a pagun philosophy, and even by their action, 
can tend to make the medical practitioner the 
grave-digger of the nation.” 


vigorously 


It seems as though such a protest was un- 
necessary. Contraception is generally prac- 
ticed. Most people believe that it is not well 
for a woman to have offspring as often as is 
physiologically possible and that continence 
is not the answer as a means of prevention. 
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Observation of the “safe period,” although not 
frowned upon by such groups as the Catholic 
Church, is not very practicable for general ap- 
plication and has the same purpose as contra- 
ceptives. 

There is reason to believe that contracep- 
tive measures will lessen the enormous traffic 
in illegal abortions, known to exist, which re- 
sults in so many tragedies to wives who be- 
come desperate on finding themselves preg- 
nant. The abuse of contraceptives by those 
who indulge in illicit intercourse cannot be 
prevented, but contraceptives are not 100 per 
cent effective and the likely consequences of 
sex immorality still constitute a deterrent. Con- 
traceptives do not alter the definition of good 
morals. 

It is argued that contraception will theo- 
retically result in national suicide. We doubt 
it. The desire to have children is deep rooted. 
Physicians are beset by many who wish to 
have children and cannot. The fact that the 
demand for children for adoption exceeds the 
supply is one proof of the general feeling that 
a home is not complete without one or more 
children. The encouragement of propagation 
by several governments and the natural 
growth of population in other countries have 
resulted in overpopulation, which has _ un- 
doubtedly been one cause of war. The slaughter 
of millions in war is certainly a poor method for 
controlling population. 

One main objection to contraception would 
seem to be that it is more likely to be applied 
by those with the greater intelligence and will 
result in a restriction in the increase of the 
more desirable members of society. Certainly 
there is need for the scientific application of 
contraception from the standpoint of eugenics. 


Contraception has come to stay. It is being 
backed by outstanding members of society in- 
terested in social betterment. It is not a sub- 
ject that lends itself to graceful public discus- 
sion, but publicity seems necessary in bringing 
out public sentiment on any subject. Inasmuch 
as there are medical indications for the preven- 
tion of conception, the medical profession is the 
logical agency for giving such information in 
private or clinic practice. 
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At Atlantic City 
INETY-EIGHT thousand doctors met for 
the annual convention of the American 
Medical Association at Atlantic City in June. 


It was the greatest medical meeting in history 
and the most momentous, probably, so far as 
medical policies and the future relations of medi- 
cine are concerned. 

Further comment on the social and economic 
aspects of the actions taken at this meeting will 
appear in these columns next month. 

The principal actions taken by the House of 
Delegates at this meeting were, first, the rejec- 
tion of the plan proposed by the Medical Society 
of the State of New York for a widespread ex- 
tension of medical care for the indigent to be 
paid for out of Federal funds. A resolution was 
substituted re-affirming previous action by the 
Board of Trustees asking for a consolidation 
of health activities of the government under the 
direction of a physician and not “subservient to 
any charitable conservatory or other government 
interest.” It also re-affirmed the willingness of 
the American Medical Association, upon request, 
to codperate with any government or other quali- 
fied agency in making available the information, 
observations and results of investigation together 
with any facilities of the association. 

Another action taken by the House of Dele- 
gates was a liberalization of the policy of the 
American Medical Association previously adopt- 
ed with regard to birth control. By this action, 
although birth control is not recognized or en- 
dorsed by the Association, efforts will be made 
to determine the most acceptable procedures and 
their medical aspects. 

President Roosevelt sent what was generally 
taken to be a personal message to the delegates 
by United States Senator J. Hamilton Lewis, 
asking the medical profession to codperate with 
him in the solution of medical problems within 
such provinces as the medical profession felt the 
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government should undertake. The message 
came within a few hours after the declaration by 
the delegates that the American Medical Asso- 
ciation “stands ready to codperate upon request.” 

According *to the New York Times’ commen- 
tator, William L. Laurence, the message could 
be regarded as a sign that the Administration 
will lose no time in availing itself of the Ameri- 
can Medical Association’s offer. 

Said the last issue of Time: 

“This (the substitute resolution passed by the dele- 
gates) simply meant that Orthodox Medicine had suc- 
ceeded in delaying matters until it could feel how the 
wind was blowing in Washington and arrange to fly 
in President Roosevelt’s slip-stream. . . . 

“In Washington, President Roosevelt gently inti- 
mated that Senator Lewis was not the President's 
spokesman in matters medical, that the White House 
at this time contemplates no federalization of medicine. 
But Senator Hugo La Follette Black of Alabama re- 
introduced a resolution for the Senate’s Labor Com- 
mittee, of which he is chairman, to ‘investigate or rec- 
ommend legislation to provide a national public health 
policy.’ When such a resolution was first presented to 
the Senate A. M. A. lobbyist Woodward got it 
squelched. ‘Now,’ said Senator Black, ‘the Association 
seems ready to codperate.’” 





New Legislation 

The Legislature of the State of Minnesota at 
the 1937 regular session passed an amendment 
to the Liquor Control Act of Minnesota in refer- 
ence to the prescribing of liquor by a physician; 
that amendment is published herewith. 

The Legislature also enacted a so-called uni- 
form Narcotic Act which concerns the physicians 
of this State in the prescribing of narcotics in 
their practice of medicine. The full text of the 
new law appears at the end of this report. 

It is recommended that each physician read 
over both of these laws in order that the provi- 
sions will be known to those who are subject to 
these statutes. 

As this is written the Legislature is in special 
session, but it is considered unlikely that any 
medical legislation will be enacted. The purpose 
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* MEDICAL ECONOMICS 


in calling the Legislature in special session was 
to consider appropriations for relief and educa- 
tion, and to consider revenue raising measures to 
finance these and other expenses of government. 
Committee on Public Policy, 
By L. L. Soccer, M.D., 
Chairman 


CHAPTER 418—S. F. No. 497 
A BILL 


FOR AN ACT to amend Extra Session Laws of 1933- 
34, Chapter 46, Section 12, relating to the sale of 
intoxicating liquors for medicinal purposes. 


Be it enacted by the Legislature of the State of Min- 
nesota: 
Section 1. That Extra Session Laws of 1933-34, 

Chapter 46, Section 12, be amended so as to read as 
follows: 

Section 12. The provisions of this Act shall not 
apply to medicines as defined herein nor to industrial 
alcohol designed for mechanical, chemical, scientific, 
pharmaceutical or industrial purposes, nor to com- 
pounds or preparations containing alcohol, if such 
medicines, compounds or preparations are not potable 
as a beverage. 

It shall be lawful for any duly licensed and regis- 
tered pharmacist or druggist within this state to 
make sales of intoxicating liquor for medicinal pur- 
poses upon bona fide prescriptions by a physician, 
dentist, or veterinarian, written in ink, without hav- 
ing obtained an “Off sale” license. Such prescription 
shall state the name and address of the person for whom 
the same is prescribed, the kind and quantity of liquor, 
and such prescription shall be signed in ink by the 
physician, dentist or veterinarian issuing the same, 
and shall bear the date of its issuance and delivery. 
No more than one quart of liquor may be sold upon 
any one prescription, and no prescription shall be re- 
filled more than once, nor after the expiration of one 
month from the date of its issuance and delivery. No 
physician, dentist or veterinarian shall prescribe for 
or issue or deliver to any person, nor shall any per- 
son receive more than one prescription for intoxicat- 
ing liquor within any period of ten days. The con- 
tainer of intoxicating liquor so sold shall bear the 
prescription number. 

Every prescription upon which any sale of intoxi- 
cating liquor is made, as herein provided, shall, at the 
time of such sale, be taken from the purchaser of the 
intoxicating liquor by the seller thereof, and by such 
seller cancelled by writing in ink across the face of 
such prescription over his signature, the words: “Can- 
celled, this day of —————_, 19—,.” stating the 
date, and such prescription shall be kept by the seller 
until filed by him with the Liquor Control Commis- 
sioner within thirty days after such prescription has 
been issued. 

Such pharmacist or druggist must first obtain, 
however, a special permit from the Liquor Control 
Commissioner, which permit shall be issued annually 
at a cost of $5.00. Said permit shall be revoked by 
the Commissioner for any violations of this law. Any 
person applying for or obtaining a prescription under 
this Act must give his own true name to the physi- 
cian, dentist or veterinarian and it shall be unlawful 
for such physician, dentist or veterinarian to know- 
ingly insert a false name in such prescription. 

Approved April 24, 1937. 





CHAPTER 74—H. F. No. 442 
A BILL 


FOR AN ACT defining and relating to narcotic drugs 
to make uniform the law with reference thereto 
and repealing Mason’s Minnesota Statutes of 1927, 
Sections 10453, 10454, 10455, 10455-1, 10455-2 and 
10455-3, and all acts amendatory thereof and _ sup- 
plemental thereto, except Chapter 321, Session Laws 
of 1935, together with all other acts and parts of 
acts inconsistent herewith. 

Be it enacted by the Legislature of the State of Min- 
nesota: 

Section 1. The following words and phrases, as 
used in this Act, shall have the following meanings, 
unless the context otherwise requires: 

_(1) “Persons” includes any corporation, associa- 

tion, co-partnership, or one or more individuals. 

(2) “Physician” means a person authorized by 
law to practice medicine in this state and for the 
purposes of this Act only, any other person author- 
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ized by law to treat sick and injured human beings 
in this state and to use narcotic drugs in connection 
with such treatment. 


(3) “Dentist” means a person authorized by law 
to practice dentistry in this state. 


(4) “Veterinarian” means a person authorized by 
law to practice veterinary medicine in this state. 


(5) “Manufacturer” means a person who, by com- 
pounding, mixing, cultivating, growing, or other 
process, produces or a narcotic drugs, but does 
not include an apothecary who compounds narcotic 
drugs to be sold or dispensed on prescriptions. 

(6) “Wholesaler” means a person who supplies 
narcotic drugs that he himself has not produced or 
prepared, on official written orders, but not on pre- 
scriptions. 

(7) “Apothecary” means a licensed pharmacist as 
defined by the laws of this state and, where the con- 
text so requires, the owner of a store or other place 
of business where narcotic drugs are compounded or 
dispensed by a licensed pharmacist; but nothing in 
this act shall be construed as conferring on a person 
who is not registered nor licensed as a pharmacist 
eny authority, right, or privilege, that is not granted 
to him by the pharmacy laws of this state. 

(8) “Hospital” means an institution, where the 
sick and injured receive care and treatment, ap- 
proved by the department of health of the State of 
Minnesota as proper to be entrusted with the custody 
of narcotic drugs. 

(9) “Laboratory” means a laboratory approved 
by the department of health as proper to be entrusted 
with the custody of narcotic drugs and the use of 
narcotic drugs for scientific purposes. 

(10) “Sale” includes barter, exchange, or gift, or 
offer therefor, and each such transaction made by 
any person, whether as principal, proprietor, agent, 
servant, or employe. 

(11) “Coca leaves” includes cocaine and any 
compound, manufacture, salt, derivative, mixture, or 
preparation of coca leaves, except derivatives of 
coca leaves which do not contain cocaine, ecgonine, 
or substances from which cocaine or ecognine may 
be synthesized or made. 

(12) “Opium” includes morphine, codeine, and 
heroin, and any compound, manufacture, salt, deriva- 
tive mixture, or preparation of opium, but does not 
include apomorphine or any of its salts. 

(13 “Narcotic drugs” means coca leaves, opium, 
and every substance neither chemically nor physically 
distinguishable from them. 

(14) “Federal Narcotic Laws” means the laws of 
the United States relating to opium, coca leaves, and 
other narcotic drugs. 

(15) “Official written order” means an order writ- 
ten on a form provided for that purpose by the United 
States Commissioner of Narcotics, under any laws of 
the United States making provision therefor, if such 
order forms are authorized and required by federal 
law, and if no such order is provided, then on an offi- 
cial form provided for that purpose by the department 
of health of the State of Minnesota. 

(16) “Dispense” includes distribute, 
give away, dispose of, or deliver. 

(17) “Registry number” means the number as- 


signed to each person registered under the Federal 
Narcotic Laws. 


leave with, 


Section 2. It shall be unlawful for any person to 
manufacture, possess, have under his control, sell, 
prescribe, administer, dispense, or compound any nar- 
eotic drug, except as authorized in this act. 


Section 3. No person shall manufacture, compound, 
mix, cultivate, grow, or by any other process produce 
or prepare narcotic drugs, and no person as a whole- 
saler shall supply the same, without having first ob- 
tained a license so to do from the said department of 
health, provided, however, that no such license shall 
be required of the University of Minnesota, nor any 

“college approved by the University of Minnesota, in 
the manufacturing, compounding, mixing, cultivating, 
growing, producing and preparing of narcotic drugs 
for educational and scientific purposes only. 


Section 4. No license shall be issued under the 
foregoing section unless and until the applicant there- 
for has furnished proof satisfactory to said depart- 
ment of health: 

(a) That the applicant is of good moral character 
or, if the applicant be an association or corporation, 
pa os the managing officers are of good moral char- 
acter. 

(b) That the applicant is equipped as to land, 
buildings, and paraphernalia properly to carry on 
the business described in his application. 

No license shall be granted to any person who 
has within five years been convicted of any willful 
violation of any law of the United States, or of any 
state, relating to opium, coca leaves, or other nar- 
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cotic drugs, or to any person who is a narcotic drug 
addict. 

The department of health of the State of Min- 
nesota May suspend or revoke any such license for 
cause. 


Section 5. 


(1) A duly licensed manufacturer or wholesaler 
may sell and dispense narcotic drugs to any of the 
following persons, but only on official written orders: 

(a) To a manufacturer, wholesaler, or apothecary. 

(b) To a physician, dentist, or veterinarian. 

(c) To a person in charge of a hospital, but only 
for use in that hospital. 

(d To a person in charge of a laboratory, but 
only for use in that laboratory for scientific purposes. 

(2) A duly licensed manufacturer or wholesaler 
may sell narcotic drugs to any of the following per- 
sons: 

(a) On a special written order accompanied by a 
certificate of exemption, as required by the Federal 
Narcotic Laws, to a person in the employ of the 
United States Government or of any state, territorial, 
district, county, municipal, or insular government, 
purchasing, receiving, possessing, or dispensing nar- 
cotic drugs by reason of his official duties. 

(b) To a master of a ship or a person in charge 
of any aircraft upon which no physician is regularly 
employed, for the actual medical needs of persons 
on board such ship or aircraft, when not in port. 
Provided: Such narcotic drugs shall be sold to the 
master of such ship or person in charge of such air- 
eraft only in pursuance of a special order form ap- 
proved by a commissioned medical officer or acting 
assistant surgeon of the United States Public Health 
Service. 


(c) To @ person in a foreign country if the pro- 
visions of the Federal Narcotic Laws are complied 
with. 

(3) An official written order for any narcotic 
drug shall be signed in duplicate by the person giving 
said order or by his duly authorized agent. The 
original shall be presented to the person who sells 
or dispenses the narcotic drug or drugs named there- 
in. In event of the acceptance of such order by said 
person, each party to the transaction shall preserve 
his copy of such order for a period of two years in 
such a way as to be readily accessible for inspection 
by any public officer or employee engaged in the en- 
forcement of this act. It shall be deemed a com- 
pliance with this subsection if the parties to the 
transaction have complied with the Federal Narcotic 
Laws, respecting the requirements governing the use 
of order forms. 

(4) Possession of or control of narcotic drugs 
obtained as authorized by this section shall be law- 
ful if in the regular course of business, occupation, 
profession, employment, or duty of the possessor. 

(5) A person in charge of a hospital or of a 
laboratory, or in the employ of this state or of any 
other state, or of any political subdivision thereof, 
and a master or other proper officer of a ship or air- 
craft, who obtains narcotic drugs under the pro- 
visions of this section or otherwise, shall not ad- 
minister, nor dispense, nor otherwise use such drugs, 
within this state, except within the scope of his em- 
ployment or official duty, and then only for scientific 
or medicinal purposes and subject to the provisions of 
this act. 


Section 6. 

(1) An apothecary, in good faith, may sell and 
dispense narcotic drugs to any person upon a written 
prescription of a physician, dentist or veterinarian, 
dated and signed by the person prescribing on the 
day when issued and bearing the full name and ad- 
dress of the patient for whom, or of the owner of 
the animal for which, the drug is dispensed, and the 
full name, address, and registry number under the 
Federal Narcotic Laws of the person prescribing, if 
he is required by those laws to be so registered. If 
the prescription be for an animal, it shall state the 
svecies of animal for which the drug is prescribed. 
The person filling the prescription shall write the 
date of filling and his own signature on the face of 
the prescrivtion. The prescription shall be retained 
on file by the proprietor of the pharmacy in which it 
is filled for a period of two years. so as to be readily 
accessible for inspection by any public officer or 
employee engaged in the enforcement of this act. 
The prescription shall not be refilled. 

(2) The legal owner of any stock of narcotic 
drugs in a pharmacy, upon discontinuance of dealing 
in said drugs, may sell said stock to a manufacturer, 
wholesaler, or apothecary, but only on an official 
written order. 

(3) An apothecary, only upon official written or- 
der, may sell to a physician, dentist. or veterinarian, 
in quantities not exceeding one ounce at any one 
time, aqueous or oleaginous solutions of which the 
content of narcotic drugs does not exceed a propor- 
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tion greater than twenty per cent of the c¢ 
solution, to be used for medicinal purposes. 


plete 


Section 7. 
.. <2) A physician or a dentist, in good fait}; 
in the course of his professional practice only, May 
prescribe, administer and dispense narcotic druvs or 
he may cause the same to be administered by a nurse 
or interne under his direction and supervision. : 

(2) A veterinarian, in good faith and in the 
course of his professional practice only, and not for 
use by a human being, may prescribe, administer and 
dispense narcotic drugs, and he may cause them to be 
administered by an assistant or orderly unde; his 
direction and supervision. : 


and 


Section 8. Except as otherwise in this act specific- 
ally provided, this act shall not apply to the follow- 
ing cases: 

(1) Prescribing, administering, dispensing or 
selling at retail of any medicinal preparation that con- 
tains in one fluid ounce, or if a solid or semi-solid 
preparation, in one avoirdupois ounce, (a) not more 
than two grains of opium, (b) not more than one- 
quarter of a grain of morphine or of any of its salts, 
(c) not more than one grain of codeine or of any of 
its salts, (d) not more than one-eighth of a grain of 
heroin or of any of its salts, (e) not more of any 
combination of the drugs named above than a quantity 
that does not exceed in pharmacologic potency any of 
such drugs named in clauses (a), (b), (c) and (4d). 

(2) Prescribing, administering, dispensing, or sell- 
ing at retail of liniments, ointments, and other prep- 
arations, that are for external use only and that con- 
tain narcotic drugs in such combinations as _ pre- 
vent their being readily extracted from _ such lin- 
iments, ointments or preparations, except that this act 
shall apply to all liniments, ointments, and other 
preparations, that contain coca leaves in any quantity 
or combination. 

The exemptions authorized by this section shall be 
subject to the following conditions: 


(a) No person shall prescribe, administer, dis- 
pense, or sell under the exemptions of this section, 
to any person, or for the use of any one person or 
animal, any preparation or preparations included 
within this section, when he knows, or can by 
reasonable diligence ascertain, that such prescribing, 
administering, dispensing, or selling will provide the 
person to whom or for whose use, or the owner of 
the animal for the use of which, such preparation is 
prescribed, administered, dispensed, or sold, within 
any 48 consecutive hours, with more than four grains 
of opium, or more than one-half grain of morphine, or 
of any of its salts, or more than two grains of codeine 
or any of its salts, or more than one-quarter of a 
grain of heroin or of any of its salts, or will pro- 
vide such person or the owner of such animal, within 
48 consecutive hours, with more than one preparation 
exempted by this section from the operation of this 
act. 


(b) The medicinal preparation, or the liniment, 
ointment, or other preparation for external use only, 
prescribed, administered, dispensed, or sold, shall con- 
tain in addition to the narcotic drug in it, some drug 
or drugs conferring upon it medicinal qualities other 
than those possessed by the narcotic drug alone. 
Such preparation shall be prescribed, administered. 
dispensed, and sold in good faith as a medicine, and 
not for the purpose of evading the provisions of this 
act. 

Nothing in this section shall be construed to limit 
the kind and quantity of any narcotic drug that may 
be prescribed, administered, dispensed, or sold, to 
any person or for the use of any person or animal, 
when it is prescribed, administered, dispensed, or sold 
in compliance with the general provisions of this act. 


Section 9. (1) Every physician, dentist, veterina- 
rian, or other person who is authorized to administer 
or professionally use narcotic drugs, shall keep a 
record of such drugs received by him. and a record 
of all such drugs administered, dispensed, or profes- 
sionally used by him otherwise than by prescription. 
It shall, however, be deemed a sufficient compliance 
with this subsection if any such person using small 
quantities of solutions or other preparations of such 
drugs for local application, shall keep a record of 
the quantity, character, and potency of such solutions 
or other prevarations purchased or made up by him, 
and of the dates when purchased or made up, with- 
out keeping a record of the amount of such solution 
or other preparation applied by him to individual 
patients. 

Provided: That no record need be kept of nar- 
cotic drugs administered, dispensed, or professionally 
used in the treatment of any one patient, when the 
amount administered, dispensed, or professionally 
used for that purpose does not exceed in any forty- 
eight consecutive hours, (a) four grains of opium, 
or (b) one-half a grain of morphine or of any of 
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its salts, or (c) two grains of codeine or of any of 
its salts, or (d) one-fourth ofa grain of heroin or any 
of its salts, or (e) @ quantity of any other narcotic 
drug or any combination of narcotic drugs that does 
not exceed in pharmacologic potency any one of the 
drugs named above in the quantity stated. 

(2) Manufacturers and wholesalers shall keep 
records of all narcotic drugs compounded, mixed, cul- 
tivated, grown, or by any other process produced or 
prepared, and of all narcotic drugs received and dis- 
posed of by them, in accordance with the provisions 
of subsection 5 of this section. 

(3) Apothecaries shall keep records of all nar- 
cotic drugs received and disposed of by them, in ac- 
eordance with the provisions of subsection 5 of this 
section. 

(4) Every person who purchases for resale, or 
who sells narcotic drug preparations exempted by 
Section 8 of this act, shall keep a _ record showing 
the quantities and kinds thereof received and sold, or 
disposed of otherwise, in accordance with the pro- 
visions of subsection 5 of this section. 

(5) The form of records shall be prescribed by 
the department of health of the State of Minnesota. 
The record of narcotic drugs received shall in every 
ease show the date of receipt, the name and address of 
the person from whom received, and the kind and 
quantity of drug received; the kind and quantity of 
narcotic drugs produced or removed from process of 
manufacture, and the date of such production or re- 
moval from process of manufacture; and the record 
shall in every case show the proportion of morphine, 
cocaine, or ecgonine contained in or producible from 
crude opium or coca leaves received or produced. The 
record of all narcotic drugs sold, administered, dis- 
pensed, or otherwise disposed of, shall show the 
date of selling, administering, or dispensing, the name 
and address of the person to whom, or for whose use, 
or the owner and species of animal for which the 
drugs were sold, administered or dispensed, and the 
kind and quantity of drugs. Every such record shall 
be kept for a period of two years from the date of 
the transaction recorded. The keeping of a record 
required by or under the Federal Narcotic Laws, con- 
taining substantially the same information as_ is 
specified above, shall constitute compliance with this 
section, except that every such record shall contain 
a detailed list of narcotic drugs lost, destroyed, or 
stolen, if any, the kind and quantity of such drugs, 
and the date of the discovery of such loss, destruction, 
or theft. 


Section 10. 

(1) Whenever a manufacturer sells or dispenses 
a narcotic drug, and whenever a wholesaler sells or 
dispenses a narcotic drug in a package prepared by 
him, he shall securely affix to each package in which 
that drug is contained a label showing in legible 
English the name and address of the vendor and the 
quantity, kind, and form of narcotic drug contained 
therein. No person, except an apothecary for the 
purpose of filling a prescription under this act, shall 
alter, deface, or remove any label so affixed. 

(2) Whenever an apothecary sells or dispenses 
any narcotic drug on a prescription issued by a 
physician, dentist, or veterinarian, he shall affix to 
the container in which such drug is sold or dis- 
pensed, a label showing his own name, address and 
registry number, or the name, address, and registry 
number of the apothecary for whom he is lawfully 
acting: the name and address of the patient, or, if the 
patient is an animal, the name and address of the 
owner of the animal and the species of the animal; 
the name, address, and registry number of the phy- 
isician, dentist, or veterinarian, by whom the prescrip- 
tion was written: and such directions as may be 
stated on the prescription. No person shall alter, de- 
face, or remove any label so affixed. 


Section 11. A person to whom or for whose use 


any narcotic drug has been prescribed, sold, or dis- . 


pensed, by a physician, dentist, apothecary, or other 
person authorized under the provisions of Section 5 
of this act, and the owner of any animal for which 
any such drug has been prescribed, sold or dis- 
pensed, by a veterinarian, may lawfully possess it 
only in the container in which it was delivered to 
him by the person selling or dispensing the same. 


Section 12. It shall be the duty of all peace, 
police officers, sheriffs and county attorneys to en- 
force the provisions of this act. 

On complaint before any court having jurisdiction 
charging any person with manufacturing, selling or 
keeping or having in his possession any narcotic 


‘drugs in violation of the provisions of this act, and 


particularly describing the premises or place, the 
court in addition to issuing a warrant for the arrest 
of such person shall upon request issue a search war- 
rant commanding any officer to search such premises 
or place and to seize and hold, subject to the order of 
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the court, all narcotic drugs found therein, any of 
which is apparently kept, had or possessed, or manu- 
factured or sold in violation of any of the provisions 
or part of the constitution or law of this state or of 
the United States relating to narcotic drugs and to 
make an inventory of the same and to serve a copy 
thereof forthwith on the defendant or person in 
charge of the premises, provided, however, that the 
failure to make, file or serve any such inventory shall 
not invalidate or in any way affect the legality of 
any search or seizure or proceeding made or had 
under the provisions of this act. 


Section 13. The provisions of this act restricting 
the possession and having control of narcotic drugs 
shall not apply to common carriers or to warehouse- 
men, while engaged in lawfully transporting or stor- 
ing such drugs, or to any employee of the same act- 
ing within the scope of his employment; or to public 
officers or their employees in the performance of 
their official duties requiring possession or control of 
narcotic drugs; or to temporary incidental possession 
by employees or agents of persons lawfully entitled 
to possession, or by persons whose possession is for 
the purpose of aiding public officers in performing 
their official duties. 


Section 14. Any store, shop, warehouse, dwelling 
house, building, vehicle, boat, aircraft, or any place 
whatever, which is resorted to by narcotic drug ad- 
dicts for the purpose of using narcotic drugs or 
which is used for the illegal keeping or selling of 
the same, shall be deemed a common nuisance. No 
person shall keep or maintain such a common nuis- 
ance. 


Section 15. All narcotic drugs, the lawful posses- 
sion of which is not established or the title to which 
cannot be ascertained, which have come into the 
custody of a peace officer, shall be forfeited and dis- 
posed of as follows: 

(a) Except as in this section otherwise provided, 
the court or magistrate having jurisdiction shall order 
such narcotic drugs forfeited and destroyed. A record 
of the place where said drugs were seized, of the 
kinds and quantities of drugs so destroyed, and of the 
time, place and manner of destruction, shall be kept 
and a return under oath, reporting said destruction, 
shall be made to the court or magistrate and to the 
United States commissioner of narcotics, by the officer 
who destroys them. 

(b) Upon written application by the state depart- 
ment of health, the court or magistrate by whom the 
forfeiture of narcotic drugs has been decreed may 
order the delivery of any of them, except heroin and 
its salts and derivatives, to said state department of 
health, for distribution or destruction, as hereinafter 
provided. 

(c) Upon application by any hospital within this 
state, not operated for private gain, the state de- 
partment of health may in its discretion deliver any 
narcotic drugs that have come into its custody by 
authority of this section to the applicant for medicinal 
use. The state department of health may from time 
to time deliver excess stocks of such narcotic drugs 
to the United States commissioner of narcotics, or 
may destroy the same. 

(d) The state department of health shall keep a 
full and complete record of all drugs received and 
of all drugs disposed of, showing the exact kinds, 
quantities, and forms of such drugs: the persons from 
whom received and to whom delivered; by whose 
authority received, delivered, and destroyed; and the 
dates of the receipt, disposal, or destruction. which 
record shall be open to inspection by all federal or 
state officers charged with the enforcement of federal 
and state narcotic laws. 


Section 16. On the conviction of any person of 
the violation of any provision of this act. a copy of 
the judgment and sentence, and of the opinion of the 
court or magistrate. if any opinion be filed, shall be 
sent by the clerk of the court. or by the magistrate, 
to the board or officer, if any, by whom the convicted 
defendant has been licensed or registered to practice 
his profession or to carry on his business. On the 
conviction of any such person, such board or officer 
may, in its discretion, suspend or revoke the license 
or registration of the convicted defendant to practice 
his profession or to carry on his business. On the 
application of any person whose license or registra- 
tion has been suspended or revoked, and upon proper 
showing and for good cause said board or officer may 
in its discretion, reinstate such license or registra- 
tion. 


Section 17. Prescriptions, orders, and records, re- 
quired by this act, and stocks of narcotic drugs, shall 
be open for inspection only to federal, state. county, 
and municipal officers, whose duty it is to enforce the 
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laws of this state or of the United States relating to 
narcotic drugs. No officer having knowledge by virtue 
of his office of any such prescription, order, or record 
shall divulge such knowledge, except in connection 

h a prosecution or proceeding in court or before 
a licensing or registration board or officer, to which 
prosecution or proceeding the person to whom such 
prescriptions, orders, or records relate is a party. 


Section 18. 


(1) No person shall obtain or attempt to obtain 
a narcotic drug, or procure or attempt to procure 
the administration of a narcotic drug, (a) by fraud, 
deceit, misrepresentation, or subterfuge; or (b) by the 
forgery or alteration of a prescription or of any 
written order; or (c) by the concealment of a material 
fact; or (d) by the use of a false name or the giv- 
ing of a false address. 

(2) Information communicated to a physician in 
an effort unlawfully to procure a narcotic drug, or 
unlawfully to procure the administration of any such 
drug, shall not be deemed a privileged communication. 

(3) No person shall wilfully make a false state- 
ment in any prescription, order, report, or record, re- 
quired by this act. 

(4) No person shall, for the purpose of obtain- 
ing @ narcotic drug, falsely assume the title of, or 
represent himself to be a manufacturer, wholesaler, 
apothecary, physician, dentist, veterinarian, or other 
authorized person. 


(5) No person shall make or utter any false or 
forged prescription or false or forged written order. 


(6) No person shall affix any false or forged label 
to a package or receptacle containing narcotic drugs. 

(7) The provisions of this section shall apply to 
all transactions relating to narcotic drugs under the 
provisions of Section 8 of this act, in the same way 
Po they apply to transactions under all other sec- 
tions. 


Section 19. In any complaint, information, or in- 
dictment and in any action or proceeding brought 
for the enforcement of any provision of this act, it 
shall not be necessary to negative any exception, ex- 
cuse, proviso, or exemption, contained in this act, 
and the burden of proof of any such exception, ex- 
cuse, proviso, or exemption, shall be upon the defend- 
ant. 


Section 20. The state department of health shall 
cooperate with all peace officers within this state, and 
all county attorneys to enforce the provisions of this 
act and with all agencies charged with the enforce- 
ment of the laws of the United States, of this state 
and of all other states relating to narcotic drugs. 


Section 21. Any person violating any provisions 
of this act shall, upon conviction, be punished by @ 
fine not exceeding $1,000.00 or by imprisonment in a 
state penal institution for not exceeding five years, 
or by both such fine and imprisonment. 


Section 22. No person shall be prosecuted for a 
violation of any provisions of this act if such person 
has been acquitted or convicted under the federal 
narcotic laws of the same act or omission which, it 
is alleged, constitutes a violation of this act. 


Section 23. If any provision of this act or the 
application thereof to any person or circumstances 
is held invalid, such invalidity shall not affect other 
provisions or applications of the act which can be 
given effect without the invalid provision or applica- 
tion, and to this end the provisions of this act are 
declared to be severable, and nothing in this act may 
be construed into placing any citizen of this State 
in double jeopardy, either State or Federal, for the 
same offense. 


Section 24. This act shall be so interpreted and 
construed as to effectuate its general purpose, to 
make uniform the laws of those states which enact it. 


Section 25. Mason’s Minnesota Statutes of 1927, 
Sections 10453 to 10455-3 and all acts amendatory 
thereof and supplemental thereto, except Chapter 321, 
Session Laws of 1935, together with all other acts 
or parts of acts which are inconsistent with the 
provisions of this act, are hereby repealed. 


Section 26. This act may be cited as the Uniform 
Narcotic Drug Act. 


Approved March 19, 1937. 
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Vision Tests 

The safety campaign is intimately bound up 
with testing for visual acuity and the improve. 
ment, if possible, of eyesight of all drivers of 
motor vehicles. 

The campaign has already been carried into 
the schools and it should be of especial interest 
to physicians to note that education about the 
visual requirements of safe driving and tests for 
vision are being given in many parts of the 
state under the auspices of optometrists. 

The chairman of the inspection division of 
the Saint Paul Safety Council (an organization 
composed of county officials, the county attor- 
ney, representatives of civic organizations) js 
Optometrist Earl Jones of Saint Paul, who has, 
himself, been giving vision tests and instruction 
in nearby high schools. 

In Saint Louis county, on the other hand, 
members of the Eye, Ear, Nose and Throat sec- 
tion of the Saint Louis County Medical Society 
themselves made such tests in Saint Louis Coun- 
ty schools in an effort to work whole-heartedly 
with safety officials who preferred to call upon 
qualified physicians for this work. 

The disposition of the Minnesota Safety 
Council to deal with physicians rather than op- 
tometrists in drawing up standards for visual 
requirements has been demonstrated. There is 
no doubt of their willingness to work with 
ophthalmologists in any official vision testing or 
education in the schools. 





Doorbell Survey: First Results 

The United States Public Health Service has 
presented its first findings based on the Chronic 
Disease Survey made a year ago with a special 
appropriation from Congress and assistance from 
the relief rolls. Since Minnesota was one of the 
states selected for the Survey, especial interest 
attaches here to the result. 

Final studies have not yet been made but a 
preliminary report of results in one industrial 
community of the North with a population of 
150,000 persons was printed in a recent Journal 
of the American Medical Association. 

This study shows, according to George St. 
John Perrott, principal statistician of the health 
service, and Dorothy Holland, an associate, that 
the chronic disease problem is a serious one. Ap- 
proximately one out of every five persons can- 
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yassed was reported to have a chronic disease; a 
serious defect of vision or hearing or a per- 
manent impairment resulting from disease or in- 
jury. The problem of chronic disease reaches 
its greatest severity, they note, among the relief 
population and the aged. In the total population 
about one in every twenty-five persons had been 
disabled for one week or longer in the survey 
year; in marked contrast are the corresponding 
ratios of one in fourteen for the relief popula- 
tion and one in eight for persons aged sixty-five 
or over. 

The fact that a comparatively large volume 
of physicians’ services were received by the 
average person on the relief rolls was pointed 
out by the two commentators. In contrast, how- 
ever, the higher incidence of chronic illness in 
the relief group resulted in less care for the aver- 
age chronic relief case than for the average non- 
relief case. 

Here is the conclusion: 

“The surveyed city, in common with most American 
communities, has no codrdinated plan for the control of 
chronic disease. The inertia of the community in the 
face of this major health problem results from a lack 
of awareness of its magnitude, a situation arising in 
turn from the paucity of factual information concern- 
ing the specific burden of chronic disease. By defining 
the problem in relation to the social and economic 
groups and the geographic areas in which it is most 
acute, the final analysis of the entire volume of data 
collected in the health survey should provide a basis 
for concerted community action in the control of 
chronic disease.” 





Medical Defense 


The policies and procedure of organized medi- 
cine all over the country will be affected by a 
recent decision of the American Bar Association 
with reference to the medical defense plan of 
the Ohio State Medical Association. 

According to this decision, made by the Com- 
mittees on Professional Ethics and Grievances 
and on Unauthorized Practice of Law, acting 
jointly, the medical defense plan of Ohio con- 
stitutes the unauthorized practice of law and it 
is, therefore, unethical for a lawyer to act 
through the Ohio State Medical Association in 
furtherance of the plan. 

The medical association agreed to submit its 
case to the Bar Association committees and is, 
therefore, bound by their decision. 

Other state associations are not so bound; but 
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the decision will establish a precedent by which 
other defense plans will be judged and lawyers 
everywhere will presumably be acting unethically 
if they associate themselves with similar plans. 


Ohio Plan 


The Ohio plan in operation when the case 
arose called for a standing medical defense com- 
mittee which was to have the advice and as- 
sistance of the general counsel of the association. 
The committee was authorized to contribute to 
the cost of defense under certain conditions, to 
cooperate in making investigations and obtain- 
ing witnesses, to recommend legal counsel on 
request and to extend such other aid and sup- 
port as the committee found to be practicable 
and proper. On request of a member, the com- 
mittee inquired into all of the facts of the case 
and forwarded a statement of the facts to the 
general counsel of the association. The general 
counsel then conferred with the counsel of the 
defendant physician or, if the latter had no 
counsel, assisted him at his own request to se- 
cure one. If legal questions of general interest 
to the medical profession were involved, general 
counsel sometimes participated in the trial along 
with counsel employed by the defendant phy- 
sician but invariably with their full consent and 
sometimes at their request. Sometimes, when 
important legal questions were involved, general 
counsel also appeared in the reviewing courts 
and filed briefs. Sometimes he appeared in both 
courts even though the defendant physician was 
not entitled to defense under the plan. 

Although the medical association assumed no 
legal obligation it. ordinarily reimbursed the de- 
fendant physician for the amount of legal serv- 
ices, provided the counsel employed codperated 
with the committee and the general counsel in 
handling the suit. This codperation consists in 
submission to the committee and counsel of full 
facts and information in the case with copies of 
“briefs and pleadings so that the general counsel 
could be informed and make intelligent and help- 
ful suevestions. It was not required for reim- 
bursement, however, that the counsel for the de- 
fendant physician follow the suggestions. 


Minnesota Not Affected 


Minnesota’s present plan calls for no aid in 
court from the association, no counsel and no 
payment of fees of counsel to be retained by 
members who are threatened with suit. The 
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Medical Advisory Committee is merely advisory, 
as its name indicates. It does not provide de- 
fense for anyone, although it investigates facts 
and otherwise assists the member physician if 
such assistance is deemed best. Its object is 
avoidance, as far as possible, of actual malprac- 
tice litigation. 

In so doing it appears to be entirely within 
its rights and will not be affected by the bar 
association decision. It cannot serve as a me- 
dium for the transmission of the advice of its 
own counsel to the defendant member or his 
counsel. 





A Preventive Quartette 


(Monthly Editorial Prepared by the Medical 
Advisory Committee) 

The enthusiasm and zeal with which the medi- 
cal profession of our state seizes upon new 
means of treatment of disease for its clientele 
argues well for its future in this state. No 
higher type of thought or sense of duty than 
ours graces any other profession. 


Enthusiasm 


Enthusiasm, youth’s asset, is the dynamo of 
human actions. The worst bankrupt in the world 
is the man without enthusiasm. May our Asso- 
ciation never lose the strength and influences of 
enthusiasm. 


Sincerity 

Mark Twain once said, “An injurious truth 
has no merit over an injurious lie. Neither 
should ever be uttered.” Freedom from hypoc- 
risy or pretense, the simple truth in all dealings 


with patients, makes a physician loved by all he 
serves. 


Affability 


It is the virtue of patience, the courtesy of 
understanding, the tact of wisdom, the keeping 
young enough to laugh with little children and 
sympathetic enough to be considerate of old age; 


practiced each day it will bring large measure 
of happiness. 


Common Sense 


Common sense is a judicious, reasonable, ip. 
telligent understanding of a neighbor’s problems 
It teaches us not to expect too much of life, that 
a certain amount of friction and certain number 
of disappointments are inevitable. 

Your Medical Advisory Committee believes 
that properly directed enthusiasm, sincerity oj 
purpose, affability in demeanor, and the pra. 
tice of common sense will lessen the malpractice 
menace and build up a solid, codperative pro- 
fession among our 2,300 members free from the 
malice of misunderstanding. 





himeneate State Board of Medical 


Examiners 
St. Paul Chiropractor Pleads Guilty to Abortion 


Re: State of Minnesota vs. Chester E. Paul 
(Two Cases) 


On June 8, 1937, Chester E. Paul, who held a license 
to practice chiropractic in the State of Minnesota, en- 
tered a plea of guilty to an indictment charging him 
with the crime of abortion. Paul, who is thirty-six 
years of age, had an office in the Midland Building at 
Sixth and Wabasha Streets in Saint Paul. On April 
28, 1937, for a fee of $25.00, he performed an abortion 
on a twenty-four year old Saint Paul girl, who died at 
Ancker Hospital, Saint Paul, on May 19, 1937, from the 
results of this abortion. Paul was indicted by the 
grand jury of Ramsey County on May 21, 1937, 
charged with the crime of manslaughter in the first de- 
gree and with the crime of abortion in connection with 
this case. 


Upon the surrender in open court of his basic sci- 
ence certificate and his chiropractic license, Paul was 
permitted to plead guilty to the indictment charging 
him with the crime of abortion. He was sentenced by 
the Honorable Richard D. O’Brien, Judge of the Dis- 
trict Court, to a term of not to exceed four years in 
a state penal institution, and was placed upon proba- 
tion in custody of the probation officer of Ramsey 
County. Paul was admonished by the Court not to 
practice healing in any way, shape or manner, directly 
or indirectly. His basic science certificate was sent to 
the Basic Science Board for cancellation and his chiro- 
practic license to the Chiropractic Board for the same 
purpose. 
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In Memoriam 





John T. Bowers 
1882-1937 


> R. JQHN T. BOWERS died suddenly of heart 
disease at his home in Bemidji, May 19, 1937. 
Born November 12, 1882, at Maiden Rock, Wis- 
consin, he attended school there, later graduating 
from the River Falls Teachers College. He taught 
school for several years at Turtle Lake, Wisconsin, 
and then studied pharmacy at Valparaiso University, 
Valparaiso, Indiana, and medicine at Northwestern 
University, where he obtained his degree in 1908. 
Dr. Bowers had formerly practiced at Osceola 
and Wausau, Wisconsin, Gully, Lake City and Thief 
River Falls, before moving to Bemidji. He was a 
member of the Masonic Order and a member of the 
Upper Mississippi Medical Society, Minnesota State 
and American Medical Associations. 





Charles A.. Donaldson 
1863-1937" 


R. CHARLES A. DONALDSON,’ a..: formerly 

well-known Minneapolis physician; ‘died at his 
home in Tucson, Arizona, of a cerebral embolus, May 
3, 1937. 


Dr. Donaldson was born in Ossian, Indiana, April 
25, 1863. After completing the course of medicine 
offered at the Western Medical College at Philadelphia 
in 1884, he went to Murraysville, Pennsylvania, and 
practiced for about four years, when he came to 
Robbinsdale, Minnesota. In 1900 he moved to Minne- 
apolis and was in general practice at West Broadway 
and Washington until 1906, when he took a course in 
Chicago in what was then’ known about the use of the 
X-ray and returnedto Minneapolis, from which time 
he limited his practice to radiology. 

He was a fellow of the American College of 
Radiology and a past president of the Hennepin 
County Medical Society. In 1925, following an almost 
fatal attack of anemia from x-ray exposure, he went 
to Los Angeles, and two years later, having recovered 
his health, he located in Mesa, Arizona, where he 
was in general practice until 1935, when he moved to 
Tucson. 


Dr. Donaldson was an elder of the Bethlehem 
Presbyterian Church of Minneapolis and was active in 
church work until illness prevented. His many friends 
in Minneapolis’*and elsewhere knew him as a fine 
Christian gentleman. He is survived by his widow; 
a daughter, Grace, of Tucson; two sons, Cary M. 
Donaldson of Minneapolis and Dr. Charles Donaldson 
of Foley, Minnesota. Two brothers, Dr. Wilson E. 
Donaldson and Dr. Robert M.. Donaldson, live in 
California. r 
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George Edward 
1871-1937 

R. GEORGE EDWARD, Canton, Minnesota, 

died at the Colonial Hospital, Rochester, 
Minnesota, June 3, 1937, following a recent opera- 
tion. He had been in failing health for several 
months before death came at the age of sixty- 
six. 

Dr. Edward was born August 20, 1871, in Strat- 
ford, Ontario, Canada, and was graduated from the 
schools of Brantford, Ontario. He taught school 
before going to Chicago, where he was employed 
in an editorial capacity by a newspaper there. 

While studying at the University of Minnesota he 
roomed the first year with Dr. Oscar Heyerdale of 
the State Hospital and with the late Dr. Henry 
Plummer—both of Rochester. Receiving his med- 
ical degree in 1897, he served his internship at the 
Minneapolis General Hospital. 

Dr. Edward first located at Iroquois, South Da- 
kota, later moving to Lake Preston, Midland, 
Brookings and Bruce, South Dakota. While at Lake 
Preston Dr. Edward married Bertha E. Langlie, 
who died in 1921, leaving four children. In 1924 
Dr. Edward married Elizabeth West and located 
in Excelsior, Minnesota, moving to Canton, Minne- 
sota, in 1926. 

During the World War Dr. Edward enlisted as 
a first lieutenant in the Medical Corps and before 
his discharge July 1, 1919, was promoted to be a 
captain. He was stationed at various times at Fort 
Ripley, Camp Pike, Camp Dix and Camp Merritt 
before serving overseas. 

Dr. Edward was a member of the Masonic Order 
and the American Legion. 


Herman W. Froehlich 
1880-1937 
R. HERMAN W. FROEHLICH of Minneapolis 
died following a heart attack on June 14, 1937, 
at the age of fifty-eight. 

Born in St. Claire, Minnesota, Dr. Froehlich had 
practiced at Pine City, Crosby, Stevenson and Thief 
River Falls before coming to Minneapolis six years 
ago. He was a graduate of the Mankato Teachers 
College and of Hamline University medical school. 
He was at one time superintendent of schools at 
Sanborn, Minnesota. 

Dr. Froehlich was a member of the Hennepin 
County Medical Society, the Minnesota State and 
American Medical Associations. He was also a 
member of the American College of Surgeons. He 
had taken postgraduate work on several occasions 
at the Polyclinic, Chicago, at the New York City 
Hospital and in Vienna and Paris. He was a mem- 
ber of the staffs of St. Andrews and St. Barnabas 
Hospitals in Minneapolis. 

Dr. Froehlich is survived by his widow, two sons, 
William F. and Clifford, of Minneapolis, and his 
father, William F. Froehlich of St. Claire, Minne- 
sota. 
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Frederick W. Logan 
1873-1937 


R. FREDERICK W. LOGAN of Blue Earth died 
at Abbott Hospital, Minneapolis, May 29, 1937, 
after an illness of less than a day. 

Dr. Logan was born May 27, 1873, at Spencer, Min- 
nesota. After receiving his medical degree at the 
University of Iowa in 1901, he practiced at Fenton, Min- 
nesota, until 1918, when he moved to Blue Earth. While 
in Blue Earth Dr. Logan made many friends and was 
an active member of the Blue Earth Valley Medical 
Society. He was also a member of the Minnesota State 
and American Medical Associations. 

On December 31, 1902, Dr. Logan married Emma 
Heise. Mrs. Logan died ten years ago. Besides a 
daughter, Mrs. Robert P. Caron of Minneapolis, Dr. 
Logan is survived by four brothers, three sisters and 
two granddaughters. 


Alex Ridgway 
1855-1937 


R. ALEX RIDGWAY was born in Columbus, 

Wisconsin, July 28, 1855, and died at his home 
in South Haven, April 3, 1937, at the age of eighty- 
one. 

Dr. Ridgway studied medicine at the University 
of Minnesota, and received his degree in 1894. He 
then located in Belgrade, Minnesota, where he 
practiced until 1920, when he moved to South Haven. 

Dr. Ridgway was married in 1896 to Lena Hanson 
of Minneapolis. He is survived by his wife, one 
daughter, Mabel, and one son, Russell. Dr. Joseph 
Ridgway of Minneapolis and Dr. Alfred M. Ridg- 
way of Annandale, Minnesota, are brothers. 


Roy A. Schnacke 
1886-1937 


D® ROY A. SCHNACKE, for years a police sur- 
geon in Saint Paul, when he was a familiar 
figure to Saint Paul residents, died May 21, 1937, 
at a hospital in Brainerd from a heart ailment. He 
had gone to Brainerd on a visit from his home in 
McGregor, where he had been practicing since 1932. 
Born and educated in Saint Paul, Dr. Schnacke re- 
ceived his medical degree at the University of Minne- 
sota. He began practice in Saint Paul and was ap- 
pointed police surgeon. After a few years he married 
and moved to Madison, Minnesota, where he was lo- 
cated at the time of the influenza epidemic in 1918. It 
is said he began the use of narcotics at that time 
and he was repeatedly in trouble with the Federal 
narcotic agents for a period of years. 

Returning to Saint Paul, he was employed by Swift 
and Company and in 1921, on resuming his position as 
police surgeon, he married a second time. In 1925, he 
was suspended as police surgeon upon conviction of 
narcotic charges by the Federal narcotic agents, but 
was reinstated. In 1929, he resigned and asked to be 
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sent to the workhouse to be cured of his narcotic aq. 
diction. There he remained a month and at this time 
was separated from his second wife. Apparently not 


cured by this brief stay at the workhouse, he spent 
two years at Leavenworth shortly thereafter. 

In 1932, Dr. Schnacke married again and moved to 
He is survived by his widow and a daugh- 


McGregor. 
ter, Dianne. 


Marmola 


The Bureau of Investigation reports that the Federal 
Trade Commission, in a release dated January 25, stated 
that it had ordered the Ratadam Company of Detroit 
to cease and desist from certain misrepresentations jn 
the sale of its product “Marmola.” Marmola is an old 
timer in the obesity-reducing field. In 1926, when the 
postal authorities were about to issue a fraud order 
against the Marmola Company, the manufacturer dis. 
continued the sale of Marmola through the mails, but 
created the Raladam Company, which continued to sell 
the product through the retail drug stores. In Febru. 
ary, 1928, the Federal Trade Commission ordered the 
Raladam Company, its officers, agents, representatives 
and employes, to cease and desist from certain repre- 
sentations in connection with the advertising, offering 
for sale, and sale in commerce of the product Marmok 
(The Journal, May 4, 1929, p. 1541). However, this 
order was vacated by the United States Circuit Court 
of Appeals on June 28, 1930 (The Journal, Aug. 2, 1930, 
p. 359). The present action of the Federal Trade Com- 
mission prohibits a number of representations in the 
sale of “Marmola,” including the statement “that thy- 
roid deficiency is a common or the usual cause of obe- 
sity or excess fat or that, if a person is overweight, it is 
necessarily an indication of thyroid deficiency and that 
thyroid should be taken for reducing.” Medical and 
Scientific opinion, on which the Federal Trade Com- 
mission based its conclusions, was to the effect that 
only a small proportion of cases of overweight result 
from thyroid deficiency; that in many cases Marmola 
cannot be safely used and, in any case, should be take 
only on the advice of a physician. The present action 
of the Federal Trade Commission closes another inter- 
esting chapter in the Marmola story, but not necessarily 
the finale. (J. A. M. A., Feb. 20, 1937, p. 658.) 


Insulin Shock Treatment for Schizophrenia 


The amazing results already reported in some cases 
in which the insulin shock treatment has been applied 
in schizophrenia have resulted naturally in a certain 
amount of premature enthusiasm in relationship to the 
use of the method. It has been widely exploited in the 
press with the statement that it constitutes a cure for 
what has formerly been considered an incurable dis- 
ease. As a result, the Committee on Public Education 
of the American Psychiatric Association has considered 
it worth while to issue a public statement on the present 
status of this new method. The statement says, in 
part: “It is hoped, and may prove to be a fact, that the 
so-called insulin shock treatment for dementia precox 
will find a useful place among the forms of treatment 
for dementia precox, but its exact value has yet to be 
determined and it can be definitely stated that it is not 
a specific, nor by any means a cure for all cases of 
dementia precox....It is, however, at the present 
time, receiving careful study in the New York and 
Massachusetts State Hospital systems, Bellevue Hos- 
pital, New York, and other scientific centers, but it 
should not be undertaken except by those adequately 
trained to meet the dangers connected with the treat- 
ment.” (J. A. M. A., Feb. 13, 1937, p. 560.) 
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. OF GENERAL INTEREST * 





Dr. W. R. Humphrey was elected president of the 
Stillwater Rotary Club, to take office in July. 
* aK * 
Dr. and Mrs. E. F. Robb, of Minneapolis, have left 
for a summer tour of Europe. 
es & 
Dr. G. K. Sellers, who has been practicing at Motley 
for several years, has moved his offices to Dassel. 
x * 
Dr. H. A. Carlson of Minneapolis was recently mar- 
ried to Miss Eleanor Mann of Dickinson, N. D. 
* * * 
Dr. C. Henning Mattson of Saint Paul has become 
associated with the Olson Clinic at Duluth. 
x * 
Dr. Robert M. Burns was elected president of the 
Saint Paul Lions Club at its annual meeting. 
x * * 
Dr. D. D. Whittemore of Cloquet has purchased the 
practice of Dr. J. T. Bowers of Bemidji. 
a * * 
Dr. J. J. Morrow of Austin was the principal speaker 
at the Decoration Day exercises at Alden. 
* * * 
Dr. Wesley W. Spink, of Duluth, has been appointed 


assistant professor of medicine at the University of 


Minnesota. 
x * * 


Dr. S. B. Seitz, formerly of Mott, North Dakota, is 
opening offices in Barnesville for the practice of medi- 


cine. 
*x* * * 


Dr. Charles L. Farabaugh was chosen grand knight 
of the Owatonna council of the Knights of Columbus 
at its annual meeting in June. 

a cs cs 


Dr. Robert A. Youngman recently came to Fairmont 
to become affiliated in the practice of medicine with 
Drs. H. P. and Donald Johnson. 


* * * 


Dr. A. M. Smith, formerly of Minneapolis, has estab- 
lished an office in St. Louis Park, and has taken over 
the duties of health officer and school physician. 

* * *x 
Dr. Henry Fiskette of Duluth, who has concluded 


his internship at St. Mary’s Hospital, was appointed 
resident physician at the Hearding Hospital. 


* * * 


Dr. L. J. Monson has recently located at Canby for 
the practice of medicine. He was formerly associated 
with Dr. P. E. Hermanson of Hendricks. 
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Dr. Robert Potter, of Minneapolis, will be the new 
associate of Dr. P. E. Hermanson, of Hendricks, suc- 
ceeding Dr. L. J. Monson, who has gone to Canby. 

* *. «& 


‘ Dr. W. A. Coventry and Dr. O. W. Rowe, of Duluth, 

were speakers at the first of a series of Refresher 

Courses to be held in Grand Rapids, beginning May 26. 
x oe x 


Dr. W. S. Nettrour, who has been the physician at 
the Hormel plant at Austin, has gone to Pittsburgh 


to practice medicine. 
* * * 


Dr. E. D. Stoddard, formerly located at High Forest 
and later at Stewartville, died recently at his home in 
Los Angeles at the age of eighty-seven. 

x * * 


Dr. Philemon C. Roy, Jr., Saint Paul, and Alice 
Bartles, were married May 26. Dr. Roy is the son of 
Dr. Philemon Roy of Saint Paul. 

* * * 


Dr. J. E. Schraeppel, recently with the University 
Hospital at Minneapolis, has become associated with 
Dr. J. A. Malerich, in Caledonia. 


* * * 


Dr. C. W. Moore of Eveleth received special men- 
tion in the last issue of the United States Steel News, 
which featured the entire Mesaba and Vermilion range 
districts. 

* * a 


Dr. E. J. West, formerly with the Arrowhead Clinic 
at Duluth, has left the city to take up postgraduate 
study. He plans to return following the completion of 
his course. 

* * * 


Dr. Thomas E. Havel, whose home was formerly in 
Montgomery, Minnesota, has located at Blue Earth. 
After graduating from Creighton University in 1935, he 
practiced the past year in Omaha. 


* * * 


Dr. Thomas B. Magath of the Mayo Clinic has been 
appointed Health Officer of the city of Rochester. He 
succeeds Dr. Charles H. Mayo, who has been Health 


~Officer for twenty-five years. 


* * * 

The Minnesota Society of Neurology and Psychiatry 
met in Rochester on May 29 for an interesting meeting. 
Dr. H. W. Woltman of Rochester, vice president of the 
Society, was in charge of the program. 


* * * 


Dr. G. A. Slater and Dr. W. P. Ross of Worthing- 
ton held a clinic at St. James, May 26, for the ex- 
amination of persons who have been in contact with 
others having active tuberculosis. 
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Dr. A. V. Stoesser, of the University of Minnesota, 
conducted clinics for pre-school and primary grade 
children at St. George and Courtland, the latter part 
of May. 


* * * 


Dr. and Mrs. H. Boysen of Welcome spent their 
vacation on the Atlantic coast, leaving Dr. West of 
Duluth in charge of Dr. Boysen’s practice during his 
absence. 

* * * 


Drs. J. R. Manley, W. E. Hatch and W. A. Coventry 
have been reappointed as the medical advisory com- 
mittee of the St. Louis county poor commission for 
the ensuing year. 

* * *x 


Dr. Oscar C. Heyerdale, a member of the Rochester 
State Hospital staff for thirty-eight years, will retire 
July 1. Since 1912 he has been Assistant Medical Su- 
perintendent. 

* * * 


The Minnesota Surgical Society met in Rochester 
May 21 and 22 for their annual two-day convention. 
Dr. Waltman Walters was chairman of the program 
committee. 

* * * 


Dr. W. W. Higgs of Park Rapids now has asso- 
ciated with him his daughter, Miss Elizabeth Higgs, 
who has completed a course at the University of Min- 
nesota, as medical technician. 


* * * 


Dr. O. A. Olson of Minneapolis was a member of a 
group of American physicians who recently toured 
South American cities, where they gave a series of 
lectures and clinical programs. 

2 2 


Dr. C. J. Pothoff has moved to Sherburn, where he 
has taken over the practice of Dr. H. B. Wells. Dr. 
Wells has moved to Jackson, where he is affiliated with 
the Halloran Hospital. 


* * * 
Dr. C. W. Froats, formerly of Thief River Falls, is 
now associated with Dr. E. C. Hartley in the practice 


of obstetrics and gynecology, Lowry Medical Arts 
Building, Saint Paul. 


* * * 


The Northern Minnesota Medical Association will 
meet at Virginia on August 27 and 28. Dr. A. N. Col- 
lins, chairman of the program committee, is arranging 
a fine scientific program. 


* * * 


Dr. W. A. Coventry and Dr. F. J. Elias have been 
appointed to three-year terms each on the Duluth 
Board of Health. Dr. L. A. Barney and Dr. B. F. 
Davis were appointed to two-year terms. 

eo 


Dr. William H. Long of Fargo is the newly elected 
president of the North Dakota State Medical Associa- 
tion. After graduating from the University of Minne- 
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OF GENERAL INTEREST 


sota medical school in 1912, Dr. Long took a fellow. 
ship at the Mayo Clinic before moving to Fargo, 
* * * 


Dr. Grant Hartnagel has become associated with Dr. 
E. H. Juers of Red Wing, in the practice of medicine. 
Dr. Hartnagel has just completed his internship and 
received his degree of Doctor of Medicine, from the 
University of Minnesota. 

* * * 


Dr. J. F. Malloy, formerly of Mitchell, S. D., has 
joined the Bratrud Clinic at Thief River Falls, as as- 
sociate surgeon. Dr. Malloy is a fellow of the Ameri- 
can College of Surgeons, and was formerly associated 
with the Mayo Clinic. 

* * x 

Dr. Donald C. Balfour, professor of surgery and as- 
sociate director of the Mayo Foundation in Rochester, 
has been appointed director of the foundation begin. 
ning July 1, by the University of Minnesota regents, 
He will succeed Dr. L. B. Wilson, who will retire at 
that time. 

* * * 

Dr. and Mrs. Paul E. Kenyon, for many years resi- 
dents of Wadena, are making plans to move to the 
South. Dr. Kenyon practiced medicine for thirty years, 
and then retired from active practice in 1933 to en- 


gage in business as manager of the Gamble Store at 
Sebeka. 


* * * 


Dr. W. A. Merritt, who has been associated with 
Dr. J. Will Gamble and Dr. Paul Gamble in the Gamble 
Clinic for the past three years, has received a fellow- 
ship in medicine at the Mayo Clinic, effective January 
1, 1938. In the intervening months Dr. Merritt will act 
as medical officer in a CCC camp. 

* * K 


Dr. Myron O. Henry of Minneapolis gave an ortho- 
pedic clinic on “Fractures of the Neck of the Femur’ 
at the meeting of the South Dakota State Medical As- 
sociation in Rapid City, South Dakota, on May 25. He 
also presented a paper on “Use of Bone Chips in 
Orthopedic Surgery” at the meeting. 

o£ 2 

Dr. and Mrs. E. S. Platou left for New York late 
in May, where Dr. Platou attended the national con- 
vention of the American Academy of Pediatrics. He 
also attended the annual convention of the American 


Medical Association at Atlantic City before returning 
home. 


* * * 


The Blue Earth Valley Medical Society met with 
the pharmacists of Faribault and Martin counties June 
10 at the Fairmont Hotel. The meeting was addressed 
by Mr. Gregg of Minneapolis, who gave an interesting 
talk on the relations of the professions of pharmacy 
and medicine. Some thirty attended the meeting and 
an interesting discussion followed the address. 

* * * 

Dr. Stanley C. Peterson, formerly of the Blooming- 
ton-Lake Clinic, Minneapolis, has established a prac- 
tice in Medford. Dr. Peterson is a graduate of the 
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HOSPITAL NEWS 


University of Minnesota, 1933, and spent two years as 
an interne in the Wayne County Hospital, Detroit, 
Michigan, later spending a half year in the Midway 
Hospital, Saint Paul. 

eo 


Dr. Edward J. Engberg of Saint Paul has been ap- 
appointed superintendent of the Faribault School for 
the Feebleminded to succeed Dr. James M. Murdock, 
who has resigned. Dr. Engberg is a specialist in psy- 
chiatry and neurology and was formerly the secretary 
of the Minnesota State Board of Medical Examiners. 
He assumed his new duties, July 1. 

* ¢ « 

Dr. John A. Evert of Glendive, Montana, was re- 
cently elected president of the Montana State Medical 
Association. Dr. Evert graduated from the University 
of Minnesota medical school in 1913 and spent several 
years at the Northern Pacific Hospital at Brainerd 
following graduation. He, at present, is in charge of 
the Northern Pacific Hospital at Glendive. 

— 


Dr. J. A. Myers of Minneapolis was elected presi- 
dent of the National Tuberculosis Association at its 
annual convention, held in June. The other officers 
elected were Surgeon General Thomas Parran, Jr., vice 
president; Dr. Chesley Bush of Livermore, California, 
vice president; Dr. Charles J. Hatfield of Philadelphia, 
secretary, and Collier Platt of New York, treasurer. 

x * * 


Dr. Elmer G. Balsam, Billings, Montana, secretary 
of the Montana State Medical Association for many 
years and president of the Montana State Board of 
Health of Montana, died suddenly, May 13, 1937, from 
an embolus following a minor injury to the knee. 
Dr. Balsam, following graduation from the University 
of Michigan, spent several years at the Northern Pa- 
cific Hospital in Brainerd before moving to Montana. 

x * * 


Dr. S. A. Maxeiner with a score of 79 in Class A 
and Dr. J. S. Reynolds with a score of 94 in Class B 
were the leaders for low gross scores in the Hennepin 
County Medical Society golf competition at the Uni- 
versity course on May 26. Low net leaders are Dr. 
S. B. Solhaug with 68 in Class A and Dr. Leo Fink 
with 74 in Class B. Trophies are awarded on season’s 
play in monthly tournaments. St. Mary’s Hospital took 
the lead for the hospital staff trophy, with Asbury sec- 
ond and Abbott third. 


* * * 


Dr. A. M. Hanson of Faribault was awarded a gold 
medal by the American Medical Association for an 
outstanding technical exhibit on new lines of experi- 
mental research. The exhibit which won the award 
illustrated original investigation of normal and ab- 
normal growth associated with the development of 
sarcoma in rats. 

For studies not entirely experimental the gold medal 
went to Drs. M. S. Henderson, H. W. Meyerding, R. K. 
Ghormley and H. B. Macey of the Mayo: Clinic, for 
their exhibit on fractures. 


Jury, 1937 





Hospital Notes 











The doctors and officials of Asbury Hospital had a 
picnic and played golf at the Bloomington golf course 


early this month. 
x * * 


The Hospital Association of Hendricks held its 
annual meeting on June 1. It was reported that the 
Association is now clear of all debt, although a large 
amount of new equipment has been purchased each 


year. 
oo 


Dr. Harold R. Leland has been elected chief of 
staff of Fairview Hospital, succeeding Dr. R. C. Loge- 
fiel. Other officers named are Dr. Richard I. Dorge, 
vice-president, and Dr. Arthur C. Skjold, secretary 
and treasurer. 

a 


Dr. E. G. Nethercott of Pine City has purchased 
some property on Cross Lake and expects to remodel 
it for use as a hospital. It is to be equipped with 
complete medical, surgical and maternity equipment to 
meet any requirements. E 

* * * 


Drs. J. C. Nuebel, R. M. Leick, Anthony T. Merski 
and D. J. Sabia have completed their work as internes 
at St. Joseph’s Hospital, St. Paul. They received 
their diplomas at a dinner given June 2, at which 
nearly seventy-five practicing physicians who also had 
served their internships at St. Joseph’s Hospital were 
present. 

* * * 


Members of the staff of St. Andrews Hospital pre- 
sented Miss Rebecca Peterson, who retired from 
service as superintendent June 15, with a silver dinner 
service. A gift of $500 from the hospital board was 
also given to Miss Peterson. Miss Peterson will be 
succeeded by Miss Esther Wolfe, superintendent of 
the hospital at Hutchinson, Minnesota. 

x * * 


Present members of the medical staff of the Vir- 
ginia Municipal Hospital who were all re-elected for 
the year commencing July 1 by the Virginia Hospital 
Commission include: Drs. H. B. Ewens, C. E. Good- 
man, Andrea Hall, Charles B. Lenont, J. Arnold Malm- 
‘strom, R. P. Pearsall, S. P. McDaniel, John Raihala, 
R. A. Salter, Oliver E. Sarff, Paul E. Swanson, Harry 
W. Morcom and Edward N. Peterson. 

* * * 


Remodeling of the Gardner Hospital at Fairmont, 
Minnesota, which was begun this spring has been com- 
pleted. Modern features such as an electrically con- 
trolled ventilating system, modern x-ray equipment, 
operating room and kitchen make this ten-room hos- 
pital one of the most conveniently arranged small hos- 
pitals in the state. Dr. V. H. Gardner moved into his 
new offices in the hospital building, June 26. 
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REPORTS and ANNOUNCEMENTS 





MEDICAL BROADCAST FOR JULY 


The Minnesota State Medical Association Morning 
Health Service 

The Minnesota State Medical Association broadcasts 
weekly at 9:45 A. M. every Saturday over Station 
WCCO, Minneapolis and Saint Paul (810 kilocycles 
or 370.2 meters). 

Speaker: William A. O’Brien, M.D., Associate Pro- 
fessor of Pathology and Preventive Medicine, Medical 
School, University of Minnesota. 

The program for the month will be as follows: 

July 3—Fourth of July Injuries 
July 10—Summer Diets 

July 17—Summer Skin Disorders 
July 24—Dysentery 

July 31—Vitamins and the Teeth 


AMERICAN BOARD OF SURGERY 
ORGANIZED 


In answer to the widespread demand for an agency 
which will attempt to certify competent surgeons the 
American Board of Surgery has recently been organ- 
ized. This Board is a member of the Advisory Board 
of Medical Specialties, which includes all of the boards 
of certification for the different medical specialties 
which have been already organized. Since boards were 
in existence for the certification of practitioners of 
some of the surgical specialties, such as ophthalmology, 
otolaryngology, obstetrics and gynecology, genito-uri- 
nary surgery and orthopedic surgery it is expected that 
the American Board of Surgery will be responsible for 
the certification of general surgeons as well as those 
practicing in the remaining specialized subdivisions of 
surgery. 

Acting upon the invitation of the American Surgical 
Association the following surgical societies coéperated 
in the creation of the American Board of Surgery: the 
American Surgical Association, the Surgical Section of 
the American Medical Association, the American Col- 
lege of Surgeons, the Southern Surgical Association, 
the Western Surgical Association, the Pacific Coast 
Surgical Association and the New England Surgical 
Society. The first three of these bodies, which are na- 
tional in scope, have three representatives on the Board. 
All of the other societies have one representative each 
The representatives of the codperating societies are 
nominated by the society which they represent and upon 
approval of the Board shall become members of it. The 
term of membership on the Board will be six years. 
The following were chosen to represent the codperating 
surgical societies: 

Representing the American Surgical Association— 
Dr. Evarts A. Graham, Dr. Arthur W. Elting, Dr. Al- 
len O. Whipple. 

Representing the American College of Surgeons— 
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Dr. Donald Guthrie, Dr. Erwin R. Schmidt, Dr. Harve, 
B. Stone. 
Representing the Surgical Section of the A. M. A~ 
Dr. Fred W. Rankin, Dr. Howard M. Clute, Dr, | 
Stewart Rodman. ; 
Representing the New England Surgical Society—D; 
Philemon E. Truesdale. 

Representing the Western Surgical Association—); 
Thomas Orr. 

Representing the Southern Surgical Association—D; 
Robert Payne. 

Representing the Pacific Coast Surgical Association~ 
Dr. Thomas Joyce. 

The following officers were elected: Chairman, Dr 
Evarts A. Graham; Vice-Chairman, Dr. Allen O. Whip. 
ple; Secretary-Treasurer, Dr. J. Stewart Rodman. 

Two groups of candidates are recognized for qualif- 
cation by the Board: 

(A) Those who have already amply demonstrated 

their fitness as trained specialists in surgery. 

(B) Those who, having met the general and special 
requirements exacted by the Board, successfully 
pass its qualifying examination. 

The first of these groups, the Founders’ Group, upon 
invitation by the Board, will be chosen from the fol- 
lowing: 

(1) Professors and Associate Professors of Surgery 
in approved medical schools in the United States 
and Canada. 

(2) Those who for fifteen years prior to the Board's 
organization have limited their practice to sur- 
gery. 

Members of the American Surgical Association, 
the Southern Surgical Association, the Wester 
Surgical Association, the Pacific Coast Surgical 
Association and the New England Surgical So- 
ciety, who are in good standing January 9, 1937. 

All applications for the Founders’ Group must be re- 
ceived within two years of the Board’s organization, 
January 9, 1937. No candidates for the Founders 
Group will be considered after that date. 

Requirements for those to be qualified by examination 
will be as follows: 


(3) 


(1) Graduation from a medical school of the United 
States or Canada recognized by the Council on 
Medical Education and Hospitals of the A. M. 
A. or graduation from an approved foreign 
school. 

Completion of an internship of not less than one 
year in a hospital approved by the same Council, 
or its equivalent in the opinion of the Board. 

Special Training. A further period of graduate 
work of not less than three years devoted to 
surgery taken in a recognized graduate school of 
medicine or in a hospital or under the sponsor- 
ship accredited by the American Board of Sur- 
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RBPORTS AND ANNOUNCEMENTS 


gery for the training of surgeons. This period 
of special training shall be of such character 
that the relation of the basic sciences of anat- 
omy, physiology, pathology, bacteriology and 
biochemistry is emphasized. Knowledge of these 
sciences as applied to clinical surgery will be re- 
quired in the examination. Adequate operative 
experience in which the candidate has assumed 
the whole responsibility will be required. An 
additional period of not less than two years of 
study or practice in surgery. 


The candidate must present to the Board suffi- 
cient evidence of good moral character as to 
justify it in the belief that he will not engage in 
fee splitting and other dishonest practices. 


It is expected that the Board, with the assistance and 
cooperation of the American Medical Association and 
the American College of Surgeons, will be able to in- 
crease the facilities which now exist for the adequate 
training of young surgeons by means of residencies, fel- 
lowships, etc., in suitable hospitals. 

The above requirements, especially those referring to 
surgical training, are subject to change from time to 
time as the existing opportunities for training in this 
field of specialization may be broadened. 

The qualifying examination will be divided into two 
parts: Part I, written, and Part II, clinical, bedside and 
practical. The written part, Part I, will concern itself 
with general surgical problems and with the clinical ap- 
plication of the basic sciences of surgery to these prob- 
lems. This examination will cover a period of three 
hours each and will be held simultaneously in as many 
centers as are necessary to accommodate the number 
of applicants who are eligible. Part II is entirely oral 
and will also concern itself, in the main, with general 
surgery, and, as stated for Part I, clinical application 
of the basic sciences to the clinical problem represent- 


s ed. In adidtion to this, in Part II, an examination will 


be given to test the candidate’s knowledge of opera- 
tive surgery, x-ray plate interpretation and the princi- 
ples and application of surgical anesthesia. This exami- 
nation will be held in as many centers as the Board may 
determine necessary to accommodate the eligible can- 
didates. Reéxaminations will be allowed, providing one 
year shall elapse between examinations. 

The fee for Group A, the Founders’ Group, shall be 
$25. The fee for Group B shall be $75, payable as fol- 
lows: $5 for registration fee, which shall be returned 
if the candidate is not accepted for examination; $20 
for Part I; and $50 for Part II. The same fee fill be 
required for each reéxamination. Once the candidate 
has become qualified, he will have no further financial 
obligation to the Board. 


This Board is a non-profit organization. All fees will 
be used, after a reasonable amount is set aside for nec- 


essary expenses in maintaining its office, conducting ex- 
aminations, etc., to aid in improving existing opportuni- 
ties for the training of the surgeon. 
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A certificate attesting to a candidate’s qualifications in 
surgery after meeting the requirements of the Board 
will be issued, having been signed by its officers. 

Any certificate issued by the Board shall be subject 
to revocation by the Board at any time in case it shall 
determine, in its sole judgment, that a candidate, who 
has received a certificate, either was not properly quali- 
fied to receive it or has become disqualified since its 
receipt. 


The Board will hold its first examination (Part I, 
written) on September 20, 1937. All inquiries concern- 
ing applications for this examination should be received 
by the secretary’s office promptly. 


Requests for booklets of information, application 
blanks, and other information should be addressed to 
the Secretary—Dr. J. Stewart Rodman, 225 South 15th 
Street, Philadelphia, Pennsylvania. 





AMERICAN CONGRESS OF 
PHYSICAL THERAPY 


The sixteenth annual session of the American Con- 
gress of Physical Therapy will be held in Cincinnati, 
Ohio, September 20 to 24. Headquarters will be at 
the Netherland Plaza Hotel. There will be no 
registration fee, but the meeting is open only to duly 
licensed physicians and properly vouched for technical 
assistants. For further information, Dr. A. R. Hol- 
lender, Executive Director, may be addressed at 30 
North Michigan Avenue, Chicago, Illinois. 


NORTHERN MINNESOTA 
MEDICAL ASSOCIATION 


The Northern Minnesota Medical Association will 
hold their annual meeting this year at Virginia, Aug- 
ust 27th and 28th. A full program is being planned 
and will include speakers of note from the different 
districts of the state. 

Virginia is in the heart of the Northern Minnesota 
vacation country, the center of a beautiful lake and 
forest country and should be ideal for a summer meet- 
ing. 





SOUTHERN MINNESOTA MEDICAL 
ASSOCIATION 


The annual meeting of the Southern Minnesota 
Medical Association will be held in Winona, Minnesota, 
August 11. It is planned to hold the afternoon session 
on board a boat on the Mississippi River. Dr. H. C. 
Habein, Rochester, is president of the Association this 
year, and Dr. N. W. Barker, Rochester, is secretary- 
treasurer. 
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HE regular monthly meeting of the Minnesota 

Academy of Medicine was held at the Town and 
Country Club on Wednesday evening, April 14, 1937. 
The meeting was called to order at 8 o’clock by the 
president, Dr. E. M. Jones. 

There were fifty members and one guest present. 

Minutes of the March meeting were read and ap- 
proved. 

The scientific program followed. 





NOTES ON A COMMON TYPE OF EMOTION- 
AL PROBLEM ENCOUNTERED AMONG 
COLLEGE STUDENTS 


E. M. ve Berry, M.D. 


Minneapolis 


Dr. de Berry, University of Minnesota, read his In- 
augural Thesis on the above subject. (See page 427.) 


Discussion 


Dr. W. H. HENGstLer (Saint Paul): This splendid 
presentation of Dr. de Berry touches a field in psychia- 
try which has grown tremendously in the last ten 
years. Those of us practicing psychiatry are thought 
by many to deal only with the insane, but the greater 
part of our practice today is with these emotional dis- 
orders. Dr. de Berry is fortunate in seeing a wealth of 
material in the adolescent period and to be able to see 
conditions in their incipiency, that we see in adults 
and their struggle in competition with the world. I 
was very glad to have him say what he did about mas- 
turbation. In these emotional cases, the problem of 
masturbation is invariably present. It even pops up in 
the involutional period of life and offers the basis for 
the type of depression which leads to suicide. The tend- 
ency of all these people who have these emotional dis- 
orders is to go to the public libraries and get some book 
and read all about what some layman has said about it. 
The most common question asked of the psychiatrist 
is, “What books can you recommend for me to read to 
help solve my problem?” Of course there is nothing 
worse than a book written by a layman describing all 
the signs and symptoms of his own experience and 
trying to tell the rest of the world what to do about it. 
The best advice would be that the patient go to a good 
psychiatrist and have him get his information from 
that one source. I recall one case which shows very 
well this sudden feeling of inadequacy in these pa- 
tients. This young man was a perfectly normal young 
man, employed by a large corporation, and a graduate 
of a mining engineering school. He was perfectly nor- 
mal until he became involved in an affair with a girl 
whom he later married because he had to. After the 
wedding he continued normal until the birth of a 
baby which was about one month prior to the necessary 
gestation period. After that, when he reported for 
work, he got the idea that everyone in his office knew 
about this and he began to blush; and ever since then 
he has been unable to approach friends or any one in 
the office without this sensation of blushing and intense 
perspiration. It has so interfered with his work that 
he is completely demoralized. 

I want to express my appreciation of Dr. de Berry’s 
contribution. I think there is nothing more important 


472 


PROCEEDINGS of the MINNESOTA ACADEMY of MEDICINE 
Meeting of April 14, 1937 








As a you 
freight tra 
a conducto 
about very 









than these disorders of personality; it is a subjeq 
worthy of the consideration of every doctor practicing 
medicine. 

Dr. vE Berry (closing): There is nothing much t 
add except possibly in response to Dr. Hengstler’s rg. 
mark about reading of books written by laymen. Th 
reading of books written by psychiatrists is eve 
worse. The layman may invent terms, but the psychiz. 
trist has it all over the layman in inventing term; 
Physicians are particularly careless in what they say, 
perhaps because these books are supposed to be rea 
only by physicians. They are read by laymen, hoy. 
ever, on whom they have quite a different effect. |t 
seems to me this problem (certainly my problems z 
the University) would be lightened if medical book 
were not available to students and the general public 

















OSTEOCHONDROMATOSIS OF THE 
KNEE JOINT 


ArTHuR W. Ine, M.D. 












Saint Paul 






This patient, J. C. C., has been for many years en- 
ployed as a railroad freight conductor. He is fifty-two 

















































































































































































































years old, and has been under observation and treat- a 
ment for the last year on account of trouble with his and pait 
right knee. wail 
He gives a history of first injuring this knee when he saidiin 
was fourteen years old. At that time he was shot with one al 
a 22 caliber bullet. The bullet penetrated the skin just freight 
below the patella and emerged in front of the patella. cupatio 
It probably did not enter the joint. The wound healed ois 
in about three weeks and gave him no serious difficulty so han 
at that time or later. About three weeks after this Sdn ten 
injury, the patient fell over a stump and injured his at all 
knee again. The knee was injured by some splinters ability 
from this stump and the resulting wound was slow in Sine 
healing. He says it “festered.” It took him five or except 
six weeks to recover from this injury, but, once healed, consid 
it gave him no further trouble. puts | 
About six weeks later, he struck this knee again. At bends 
that time he was working as a brakeman on the rail- X-r 
road and injured the knee while handling freight. He irregi 
was struck above the knee by a heavy fly-wheel which hones 
he was handling. He was unable to work for only two joint 
weeks at that time, but he thinks that this accident able 
damaged the knee considerably. After that, he worked ening 
for about twenty-five years without serious trouble. éthe: 
He does not think he had any disability whatever in X- 
this knee during those years. denc 
The next time he experienced any difficulty was in The 
1934. At that time he noticed some little trouble with tosis 
this knee, but there was no serious inconvenience. In O 
May, 1935, he was taken seriously ill with pneumonia ized 
and did not regain his health until October, 1935. When bod: 
he recovered from this pneumonia, the knee began to fort 





give him some trouble. Prior to that time he had felt 
a small lump above the patella but he had not given 
the matter any serious consideration. 
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As a young man he had worked as a brakeman on 
freight trains and during the later years he had been 
a conductor on a freight train. He was able to get 
about very well even in these occupations. 


Fig. 1 


Following his sickness in 1935, he went back to work 
in December. At that time he began to have stiffness 
and pain in his right knee. The knee gradually became 
worse. In spite of this trouble, he worked for six 
months before reporting for x-ray examination. He 
was still able to work at his job as conductor on a 
freight train, but, on account of this trouble, his oc- 
cupation was changed in August, 1936, and he went to 
work as conductor on a passenger train. He was able 
to handle this job until December, 1936. At that time 
his knee became so bad that he was not able to work 
at all and he was pensioned on a basis of total dis- 
ability. 

Since that time he has not been able to get about 
except on crutches and even with his crutches he has 
considerable difficulty. The knee is painful when he 
puts his weight on it and it is also painful when he 
bends the joint. 

X-ray pictures, taken in July, 1936, showed many 
irregular bodies in the joint and in the connecting 
bursa. These bodies are found in all parts of the knee 
joint and in the bursa. They are particularly notice- 
able posteriorly. There is also a very noticeable rough- 
ening of the articular surface of the joint and there is 
other evidence of arthritis. 

X-ray pictures, taken in February, 1937, show evi- 
dence of progress in the arthritic condition in this joint. 
The diagnosis in this case is one of osteochondroma- 
tosis with an accompanying arthritis. 

Osteochondromatosis is a rare condition character- 
ized by the formation of bodies in the joint. These 
bodies are pedunculated and may become detached and 
form loose bodies in the joints. They occupy the joint 
spaces and connecting bursa. This disease is usually 
monarticular. Various joints may be affected, but the 
knee is the joint most commonly affected. Osteo- 
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chondromatosis is a clinical entity and should not be 
confused with other conditions where loose bodies are 
found in the joints. 

Rixford, in 1930, referred to eighty cases which were 
reported up to 1929 and he added five cases, bringing 
the total number of cases reported to that date up to 
eighty-five. These figures indicate a rarity of this 
condition which is probably not borne out by the actual 
facts. Undoubtedly this condition is far more frequent 
than these figures would indicate. 


Etiology—There are four factors that are consid- 
ered important in the etiology of this condition, namely, 
infection, trauma, embryonic rests and neoplasm. In- 
fection has not been given a very prominent place in 
the consideration of this condition. In the case here 
reported, infection is undoubtedly a complicating factor 
but not an etiological factor. Undoubtedly this patient 
has had an osteochondromatosis for many years but 
has had no disability from it until recently. The dis- 
ability has been due to the complicating arthritis. He 
had a severe respiratory infection with a resulting 
arthritis in this diseased knee joint. 

It is surprising that these patients do not have more 
disability in these joints that contain so many loose 
bodies. Undoubtedly this patient worked in railway 
train service for many years with this knee when it 
contained a great many of these bodies. He did not 
know there was anything particularly wrong with the 
knee during most of this time. The real disability 
began when the arthitis devoloped. 

Disability in these uncomplicated cases comes from 
locking of the knee joint, the same factor that pro- 
duces disability in ordinary cases of foreign bodies in 
the joints. Trauma is undoubtedly a factor in the con- 
sideration of this condition. However, it is not thought 
to be a cause of the condition. These bodies may be 
broken from their pedicle by trauma and undoubtedly 
trauma is, in many instances, a complicating factor in 
causing disability in these joints. Most of these cases 
give a history of trauma, as does this case. Just how 
much effect the trauma has had is problematical. 

It is quite likely that embryonic rests are important 
etiological factors. These bodies apparently grow from 
the synovial membrane, particularly near the attach- 
ment of this membrane to the articular cartilage. These 
bodies grow out and are connected with the synovial 
membrane by means of stalks. These stalks may be 
broken off and in this way the bodies may become 
‘loose in the joint. It has been suggested that these 
bodies may continue to grow after they do become 
loose in the joint. If this is the case, it is perhaps 
one of the best examples of a body growing in vivo 
without definite connection with other structures. It is 
possible that the joint fluid may nourish these bodies 
and cause them to grow. If would seem reasonable 
that this may occur, but this has never been demon- 
strated. 

Ewing describes the microscopic appearance of one 
of these bodies as follows: “It appears to be an ossi- 
fying, papillomatous synovitis that has taken on the 
aspects of a benign neoplasm. Microscopically, these 
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bodies show a cartilaginous formation with a tendency 


toward calcification.” 


It is argued that this is a neoplasm; however, it is 


never a malignant growth. 


Henderson has reported one case of osteochondro- 


matosis with chondro-sarcoma of the femur. This is, 
so far as I know, the only case reported of this condi- 
tion with a malignant condition coexisting. 


Diagnosis.—Diagnosis is made by x-ray. Undoubt- 
edly these bodies exist before they can be demonstrated 


by x-ray. This can be shown only when the calcifying 


process is developed to such an extent that the x-ray 
will show the shadow. 


Treatment.—The treatment is surgical. In uncom- 
plicated cases the joint is exposed by an appropriate 
incision and the bodies are removed as completely as 
possible. It has been suggested that a thorough flush- 
ing of the joint with saline solution under pressure may 
dislodge bodies that otherwise might be overlooked. 
A complete synovectomy may be advisable. 

In the case here reported, surgical treatment has been 
delayed because of the coexisting arthritis. The knee 
has been immobilized and when the arthritis has sub- 
sided surgical treatment will be instituted. 


Discussion 


Dr. Arnotp ScHwyzer (Saint Paul): My experi- 
ence with this condition has been in just one case. It 
involved the elbow. There were very large bulky 
masses. The parts removed, completely filled a 2-ounce 
vaseline bottle. What Dr. Ide said about not being 
hesitant at removing large parts of the affected syno- 
valis is important. I had to cut out the major part 
of it and the result was very good. I think this is 
quite a promising case, but unless one opens the joint 
very widely, frees the tendon of the quadriceps, and 
gets at the posterior recesses of the joint, one could 
not expect very much of a result in such a case. 


Dr. KENNETH BuLKLEY (Minneapolis): I would 
like to ask Dr. Ide how he plans to expose the joint 
when he does do some surgery on it. 


Dr. IpeE (closing): I am inclined to think that I will 
use the “U” shaped incision and saw the patella trans- 
versely. This undoubtedly gives the best exposure. 
This is desirable in this case. A radical operation 
should be done. I believe we will eventually get a 
satisfactory result. 





SOLITARY CYST OF THE KIDNEY 
Report of Two Cases 


ARNOLD ScHwyzer, M.D. 


Saint Paul 


The first case was in a woman fifty five years of age 


who had had seven children. For about a year she had 
suffered from some substernal pain and from nausea. 
The nausea had, however, disappeared during the last 
months. In the left side of the abdomen one could 
readily feel a large rounded mass reaching down from 
under the left ribs to the level of the iliac spine and 
within an inch of the midline at the level of the navel. 
The mass was tender. A retrograde pyelogram dem- 
onstrated a normal right side, while the left kidney 
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shadow reached to the iliac spine and a fainter contoy 
to the lower end of the sacro-iliac synchondrosis The 
renal pelvis was rather stretched inward and the lower 
calyx appeared widened and elongated. The loss of 
its terminal endings and- the rounded bulky conto 
instead of a bulging inward as seen in tumors invading 
the calyx lumen, made the roentgenologist correctly 
suspect a large cyst. The examination of the Patient 
had allowed us to make this diagnosis beforehand x 
the tumor was ideally round and smooth and there was 
no cachexia or serious constitutional change. The 
ureter as you can see (x-ray film shown) was forced 
mesially onto the shadow of the spine. The solitary 
cyst had the dimensions of a large-sized grapefruit, 

At operation, the upper pole of the kidney did not 
have to be meddled with. A catheter was simply 
thrown around the narrows between the lower pole anj 
the cyst. This gave a good hold. The lower pole wa 
resected while step by step the kidney was sutured 3 
the division through the parenchyma progressed. Re. 
covery was uneventful. 

The second case was a woman, thirty-five years old 
who had had three children. She gave a history that 
four days previous to her first visit at the office she 
felt a pain in the right iliac. She appeared rather de. 
bilitated, pale and pasty, had no appetite and eating gave 
her cramps. Her hemoglobin was 70 per cent. The 
right kidney was markedly ptotic and flopped around in 
the abdomen very freely. It could readily be rotated, 
as it seemed, in any direction and could easily be 
brought over the spine into the midline and with its 
lower half into the greater pelvis. However, this was 
not the area of the pain. The cecum was bulky and was 
the seat of the pain. On the kidney was felt a rounded 
protuberance the size of a tangerine. 

In a pyelogram the left kidney appeared normal in 
size, shape and position. The right one was described 
as markedly ptotic when the patient was standing and 
as rotated around its horizontal transverse axis. The 
upper and lower calyces were foreshortened and super- 
imposed upon each other. 

At operation we removed the appendix through a 
small gridiron incision. It was moderately irritated and 
on microscopic examination showed recent irritation by 
groups of round cell infiltration. The kidney was rea¢- 
ily brought to this appendectomy wound and through 
the posterior peritoneum one could see the bluish cyst 
very clearly. After closing the wound, a lumbar inci- 
sion was made, almost half of it over the erector spinz. 
Anteriorly from this muscle, the muscles were pulled 
apart, widening the triangle of Petit and hardly cutting 
any muscles. The kidney was brought into the wound, 
but not outside, and the cyst removed by resection of 
the adjoining kidney parenchyma. The cyst was located 
in the middle of the posterior surface of the kidney 
and was the size of a lemon. The kidney wound was 
sutured and there was no leakage of urine later on, 
though the pelvis had been opened. However, the 
wound in the retroperitoneal space was unusually large 
and required good draining with rubber tissue. The last 
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TRANSACTIONS of the MINNEAPOLIS SURGICAL SOCIETY 
Meeting of November 5, 1936 


MEETING of the Minneapolis Surgical Society 
A was held on November 5, 1936, in the lounge of 
the Hennepin County Medical Society. The meeting 
was called to order by the president, Dr. Sivertsen, at 
8:00 p. m. The following scientific paper was given: 





DIRECT HERNIA: COMBINED McARTHUR- 
“WHITE FASCIA” TYPE OF REPAIR* 


L. C. Curiican, M.D., F.A.C.S. 
Veterans Administration Facility 


Minneapolis, Minnesota 


In 1901 Lewis McArthur!® published his preliminary 
article on the repair of hernia by fascia taken from the 
aponeurosis of the external oblique muscle. The tech- 
nic in brief consisted of taking two strips of fascia, 
each about five to six inches long, one from the ex- 
ternal and one from the internal leaf of the aponeurosis 
of the external oblique muscle. Leaving these strips 
attached at the pubis, and using them as suture mate- 
rial, he made his repair. In 1904 he reported ninety- 
three cases in which he had used his strips in various 
standard methods of repair, the Bassini, Andrews- 
Girard, McKeon, and Halstad technic, with excellent 
results with all methods. He reported no recurrences. 
He concluded his paper as follows: “Whatever the 
operation used, its success is dependent on the forma- 
tion of cicatricial connective tissues between the operat- 
ing surfaces, retaining them where placed. Could we 
in addition incorporate in such a cicatrix, such white, 
inelastic tissues as those fascial strips present, especial- 
ly when interwoven as a running suture, then we can 
certainly feel more confident of its permanency, and of 
its unyielding character.” 


His work brought out in the early days, when most 
surgeons were modifying the Bassini operation, showed 
remarkable insight into the problem of hernia. In 
spite of its simplicity and practicality, one gets the 
feeling from the discussions that followed the render- 
ing of his paper, and from the dearth of reference to 
it for a number of years, that it has not until recently 
been given the acceptance that it merits. 
esting to conjecture why this is so. It was probably 
due in part to the fear of most surgeons that fascia, 
like silk or linen, is just another unabsorbable suture 
material. This feeling has been allaved in 
recent years by the work of many men, Gallie,!% 
Seelig,31 Payne,27 Coley and Burke,’ Masson,?! Bur- 
dick,7 Bost,® Patterson,26 Fuld.12 Their work 
to prove that fascial strips, even when transplanted 
without a pedicle, will continue to live wherever used. 

However, there is another reason for the infrequent 


It is inter- 


largely 


seems 


*Published with the permission of the medical director of 


the Veterans’ Administration, who assumes no_ responsibility 
for the opinions expressed, or the conclusions drawn by the 
writer. 
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use of this excellent method, and this appears to be 
more fundamental. That is the lack of emphasis in 
medical literature in general on the distinction between 
the direct and the indirect hernia. Unfortunately their 
proximity classes them both as inguinal hernia, and 
too frequently the only distinction made between them 
is that in the one the sac lays medial, and in the other 
lateral to the epigastric vessels. Too often in articles 
on hernia is the repair of the direct hernia dismissed 
with a brief: “The technic in direct hernia is the 
same as indirect, except that it is not always necessary 
to open the sac.” 

That these are two entirely distinct, pathologic en- 
tities should be realized from only a casual study of 
the etiology and pathogenesis of both. The indirect 
hernia is the result of failure of proper closure of the 
funicular portion of the processus vaginalis peritonei, 
following migration of the testicle into the scrotum. 
While this type of hernia may not become apparent 
until adult life, it is generally accepted that basically 
it is due to maldevelopment in fetal life, and that a 
preformed sac is always present. Direct hernia on the 
other hand is a ballooning of, or defect in, the trans- 
versalis fascia, which forms the floor of the inguinal 
canal. The balloon type may be due to a number of 
causes. It is frequently present in people who are in- 
herently of the weak, asthenic type, whose stomachs 
and colons ptose. In these, muscles and fascia are 
loose and lax. It is frequent in aged men with pros- 
tatic obstruction. It often occurs in individuals in 
whom the arching fibers of the internal oblique and the 
transversus abdominis muscles have a high insertion 
on the rectus sheath, well removed from the pubis. 
This leaves the floor of the canal without its needed 
muscular backing, with only the peritoneum and trans- 
versalis fascia as a barrier against the strain of internal 
abdominal pressure. Direct herniz also occur follow- 
ing McBurney incisions, where the ilio-inguinal, or ilio- 
hypogastric nerve has been inadvertently cut. 

The other type of direct hernia is quite distinct 
from the first. In this there is a definite defect in the 
transversalis fascia of the floor of the canal. This hole 
is usually small, often not larger than 1 cm. in diam- 
‘eter, and through it will protrude a sac made up of 
peritoneum and extra-peritoneal fat. This is a rare 
type of direct hernia, probably due to a congenital 
defect of this fascia, and is more dangerous than the 
other, in that its contents are more likely to become 
strangulated by the tight ring of surrounding fascia. 

In addition to the striking anatomical difference be- 
tween the indirect and direct hernia, one cannot help 
but be struck by the difference in the clinical results 
of repair of these types of hernia. Russell,3° Le- 
maris,17 et al., have recorded large series of indirect 
herniz, in which they have done nothing other than re- 
move the sac, and yet admit of recurrence of only three 
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to four per cent. Contrast this with the figures of An- 
drews and Bissell,? who collected 1,545 direct hernias 
taken from various large clinics, and in these the aver- 
age recurrence rate was 20 per cent. 
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Fig. 1. Diagram from Edmund An- 
drews’ article showing suturing in 
what appears to be the lower edge of 
the transversus abdominis muscle. 
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ward. 






In view of these facts it is apparent that the direct 
hernia is entirely different from the indirect. A 
method of repair is indicated which we can be reason- 
ably sure will hold. For undoubtedly a patient with a 
recurrence following the repair of a direct hernia is 
worse off than he was prior to his operation. A 
primary direct hernia usually is painless and rarely dis- 
abling. Unless the direct hernia is very large, the ma- 
jority need not be operated, except that the presence 
of the hernia often interferes with patient’s ability to 
secure employment. 














The modern treatment of hernia started with Bas- 
sini® in 1888. The marked improvement in his results 
over that of prior workers was likely due in a large 
part to the fact that he was among the first who had 
the courage to routinely do a high ligation of the 
hernial sac. His repair in addition to this consisted in 
joining the conjoined tendon and the arching fibers of 
the internal oblique and transversus abdominis muscles 
to Poupart’s ligament. ‘The cord is then rested on this 
bed and the free edges of the aponeurosis of the ex- 
ternal oblique were sutured together over the cord. 
During the ten years following his article there were 
numerous modifications of this technic. Of these only 
two added anything of importance to the original. 
One, the Andrews,* or Girard modification, which, 
after the first layer of sutures were put in as in the 
Bassini technic, sutures the medial leaf of the aponeu- 
rosis of the external oblique to Poupart’s ligament, and 
then covers the cord with the external leaf. The other 
modification was by Halsted,1* who overlapped the 
lateral as well as the medial leaf of the aponeurosis 
of the external oblique underneath the cord. 

As time went on, doubt began to spring up as to 
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Fig. 2. The inguinal canal has been 
exposing direct 
ballooning out of transversalis fascia. 
Proposed lines of incision for removal is 
of redundant fascia are shown, The in- 
ternal oblique muscle is retracted up- 








whether these repairs actually did what was expecy 
of them. Recurrences were examined — Polya’ 
Moschowitz,?* Seelig and Chouke,32 Oudard and Jean; 
Foss and Hicken,!! and it was found that in most r 


Fig. 3. Transversalis fascia has been 
opened, redundant portion removed, 
and upper leaf elevated. Gauzed finger 
shown separating peritoneum and 
extra-peritoneal fat 
posterior aspect of 
dominis muscle. 


hernia with 


from fascia on 
transversus ab 


currences operated on that the red muscle of the arct- 
ing sphincters of the inguinal canal, the internal oblique, 
and the transversus abdominis muscles, had _ pulled 
away from Poupart’s ligament. Examination ofte 
showed this structure to be smooth, glistening, and to 
all appearance untouched. It was also found that when 
indirect hernie recurred the recurrence was frequently 
a direct hernia. This, it was felt, was due to musck 
and nerve injury from deep suturing into red muscle 
tissue. Seelig and Chouke3? did animal experiments 
in suturing fascia to red muscle tissue and came to the 
conclusion that they would not unite unless traum 
tized. Physiologists Keith,® Hammond,15 Darling” 
propounded the theory that the arching fibers of the 
internal oblique and transversus abdominis muscles 
were necessary as sphincters of the inguinal canal, ani 
that suture of them interferes with their action ani 
destroys the normal protective mechanism of the canal. 
MacGregor!® described a circular muscle sphincter of 
the internal abdominal ring. 

So attempts were made at repairs which would cor: 
rect these undesirable features. Russell,3® Newton ani 
Searby,2* and other daring spirits merely ligated the 
sac in indirect hernia, and appeared to get as good 
results as those doing elaborate repairs. Connell? in 
1908, Pitzmann?® in 1921, added to this a reefing of the 
transversalis fascia near the internal opening of the 
sac, and did no suturing of the muscles. Andrews! in 
1924 popularized a white type of repair. He used a 
running chromic suture starting at the pubis and ex- 
tending to the internal ring with which, avoiding red 
muscle, he sutured the transversalis fascia, or, as he 
called it, the endo-abdominal fascia to Poupart’s liga 
ment. He finished the operation by the 
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irard method. MacGregor?° described an operation 
n which he attempts to restore the tonicity of the 
phincter of the internal abdominal ring. 

While it is felt that repairs of this sort may be good 


Fig. 4. Method of inserting fascial 
suture. Before transversalis fascia is 
closed Allis forceps grasp tissue along 
proposed line of suture, using finger of 
left hand as guide. Transversalis 
fascia is then completely closed and 
fascial suture started. 


Fig. 5. 


muscle. 


Internal oblique muscle is 
still retracted upward. 
aponeurosis of external oblique fascia 
is shown sutured onto the fascia of 
rectus sheath, and to the arching in- 
sertion of the transversus abdominis 
No suturing was made in the 


forming in the thigh. That there is more danger of 
postoperative infection with the Gallie appears to be 
the case, for Coley and Burke® report 22.4 per cent in 


their series. In a small series of fifteen recurrent 


Fig. 6. Medial leaf of aponeurosis 
of external oblique is sutured over 
lateral leaf with chromic catgut. The 
cord has been transplanted external to 
all layers of fascia. Only snug opening 
is allowed for exit of cord. 


Lower leaf of 


internal oblique muscle. 


in the average indirect hernia, it is our opinion that 
they are ineffectual in the direct, and the large in- 
direct hernia. Surgeons more and more have come to 
use some type of fascia suture in the repair of these 
hernie. The technic of Gallie,4? who used strips of 
fascia lata for suture material, has become popular in 
some clinics, and has been used as he recommends, 
for the direct hernia. That the Gallie technic is ex- 
cellent in certain cases has been proven beyond doubt. 
However, to use it in primary, direct hernia, even when 
large, rarely seems warranted. Although I have oper- 
ated a number of large direct herniz, in every case 
the McArthur technic appeared to be sufficient. The 
argument against the McArthur operation is that there 
is not sufficient fascia available locally for the repair. 
In my experience this has not been so. While there 
are two strips of fascia available, one from each leaf 
of the aponeurosis of the external oblique, in the series 
of 106 direct hernie that I am reporting, only rarely 
I feel that one fascial 
strip, properly placed in tissues that have body and 
strength, with the free end securely anchored, will hold 
the great majority of direct hernia. The remainder of 
repair can be done with catgut. On the other side of 
the argument there are several things to be said in 
favor of the McArthur technic. In the first place as 
the strip of fascia taken locally is left attached at the 
pubis, a firm starting point is secured for the suture. 
Moreover the operation time for the McArthur opera- 
tion is practically that of catgut, while the Gallie re- 
quires considerable more time and more assistants. In 
addition the Gallie operation leaves the patient with 
two incisions, with the possibility of muscle hernia 
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did both strips seem necessary. 


hernias done with the Gallie method, we have had three 
infections, or 20 per cent, in contrast to fifteen recur- 
rent herniz done by the McArthur method, in which 
we have had no infections. This was emphasized re- 
cently in two patients with bilateral, recurrent hernia. 
In both one side was done by the Gallie technic, and 
the other side by the McArthur. Both Gallie types 
became infected and drained for weeks, finally healing 
without sloughing fascia strips, however. Both sides 
done by McArthur method healed normally. 

While McArthur recommended no particular technic, 
in the direct hernia, as in the repair of ventral hernia, 
with which the direct hernia has much in common, the 
thing of paramount importance is substantial tissue to 
hold fascial sutures. To expect the thin, lax trans- 
versalis fascia of the floor of the canal to do much 
holding seems futile. Edmund Andrews! in several 
articles on the repair of both direct and indirect hernia, 
emphasis especially the use of this fascia, or, as he 
calls it, endo-abdominal fascia. I would like to quote 
a few lines from an article by Seelig?! referring to the 
eperation of Edmund Andrews: 

“T have been less fortunate than Andrews, however. 
I have not always been able to find the transversalis 
fascia. More’s the pity, I have very often been unable 
to locate and therefore to use it in just those instances 
in which its support was more desirable—in obese pa- 
tients with direct hernia. In doubt as to whether or 
not the fault lay in my own technic, I communicated 
with Dr. S. E. Whittnall, the director of the depart- 
ment of anatomy of McGill University, who is partic- 
ularly interested in fascia. In his answer he said: 


‘The transversalis fascia is one of the things 
which I am often baffled to demonstrate satisfac- 
torily to the students. My demonstrators confess 
to the same difficulty. Some of my surgical col- 
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leagues say they can readily distinguish the struc- 
ture, but others say they cannot. I note that you 
refer to this fascia as “elusive” with which I 





Fig. 7. 
showing cremasteric vein marked 
the inferior epigastric vein. 


Cut from Callander’s Surgical Anatomy 
“X” joining onto 


Certainly we cannot depend on anything which is 
elusive in the repair of direct hernia. Moreover, from 
a study of the diagram of Andrews’! article, it seems 
likely that he too is using the firm, fascial aponeurosis 
of the transversus abdominis muscle instead of a struc- 
ture which he described as having “no muscular at- 
tachments, and, therefore does not tend to move with 
respirations and bodily movements.”2 

While in my experience the transversalis fascia is 
always present, it frequently is so thin as to be difficult 
to demonstrate as a fascial layer. However, as one 
follows this higher and comes to the arching fibers 
of the transversus abdominis muscle, one notices that 
at their junction there is a fascia both on the anterior 
and posterior layer of this muscle that usually has a 
body to it that is reassuring. This structure in its 
medial two-thirds is chiefly fibrous tissue. In the 
lateral one-third of the canal often the muscle fibers as 
they insert into this aponeurosis become a prominent 
feature. However, even in this portion the fascia layer 
on the posterior surface is fairly firm, and throughout 
the structure of the muscle there is such an inter- 
mingling of muscular fibers and fascial tissue that by 
spreading the muscle fibers one can find tissue that has 
a very definite solidity into which one can put fascial 
sutures with a feeling of assurance that they will hold. 
In addition, the crescentic insertion of the aponeurosis 
of this muscle onto the rectus sheath can also be util- 
ized for a second line of sutures, if, when imbricating 
the leaves of the aponeurosis of the external oblique, 
one sutures the lower leaf first. 

The material on which this thesis is based consisted 
of 400 hernia operations which I have performed at 
the Veterans’ Hospital, Minneapolis, during the past 
five years. In 171 of these patients who had either 
direct, large indirect, or recurrent hernias, I have used 
the McArthur fascial strips. One hundred and six of 
these had direct hernias. In order to get comparative 
statistics I have sent follow-up letters to these and 
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also to all the others with direct hernias, totaling 14 
operated upon by myself and various other members 
of the surgical staff since 1929, in whom the catgy 
method had been used. 
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Of the 106 patients on whom the McArthur technic 
was used we have had sixty-nine replies, and of these 
six, or 8.6 per cent, have reported recurrences. Tyo 
of these I have re-operated. In one, while the Orig- 
inal hernia was a direct hernia, at the second operation 
he was found to have a small, indirect hernial sac jp. 
corporated in the cord, which likely had been over. 
looked at his first operation, and subsequently had fy. 





























If two sti 


















































come larger. In the other there was a small fascial lateral lea 
defect at the exit of the cord, through which a small on a Mas 
fat tab protruded. No hernial sac could be demon. dermal, © 
strated. In neither was there a recurrence of the Two ell 
direct hernia. In the cases operated by the catgut versalis f 
technic we have had eighty-eight replies, and of thes jundant f 
twenty-six, or 29.6 per cent, have reported recurrence. it is neces 








These statistics are valueless as an actual index of 
the number of direct hernias that have recurred, for 
several reasons. In the first place we were unable 
to locate by mail a large number of patients. Sec. 
ondly, it is generally accepted that hernia statistics are 
valueless unless the patients are personally examined. 
Thirdly, in this group the answers are liable to be 
swayed by the hope of getting compensation, and also 
it is felt that the dissatisfied group with recurrences 
are more likely to send in their reply than those in 
whom good results were obtained. However, from the 
standpoint of comparative statistics, we feel that they 
are accurate and have definite value for the same 
follow-up method was used in both series. The impor- 
tant point is that 3.4 times as many reported recur- 
rences after catgut method as after McArthur technic. 

A possible source of error in comparing these two 
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The | 
types of cases is that those done by the catgut method close a: 
are older than those in which the McArthur technic & rent to 
was used, for the majority of the latter have been splits i 
done during the past two and a half years. However, and th 
in the statistics gathered by Erdman, he found that point 1 
of his direct hernias that had occurred, 100 per cent BB muscle 
had come back within two years, the majority before tinued 
six months. In this series only five are less than six transve 
months old. cia. V 
The method of repair which I have been doing util- from 
izes the McArthur principle and joins white fascial grasp 
structures in a manner which differs somewhat from fascia 
other so-called white fascia types of repair. It is one can be 
which makes for safety in securing the firm fascia on line. 
the anterior and posterior aspect of the transversus only ; 
abdominis muscle near its arching border with the first FR In sut 
running fascial suture. It also utilizes the strong one n 
aponeurosis of this same muscle close to its union with in the 
the rectus sheath for a second line of sutures. I avoid avoid 
suturing into the arching fibers of the internal oblique which 
muscle primarily because it presents such poor mate- is to 
rial, and second because its function as a sphincter of struct 
the inguinal canal is interfered with by suturing. protr 





The aponeurosis of the external oblique is opened 
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‘ury to the ilio-inguinal nerve. The first slit is made 
, line with the upper pillar of the external ring. This 
gives @ broad, lower flap to the lower leaf of the 
aponeurosis and makes for a straight lower edge of the 
fascial strip. The McArthur fascial suture which we 
utilize is about 14-inch in width. In freeing this from 
the upper leaf, one should always start near the 
pubis. In that way one can leave sufficient width at 
this poitit.to give a firm attachment. It is then split 
of from the aponeurosis in a line of cleavage until 
the muscular fibers of the external oblique are reached. 
If two strips are needed, the second is taken off the 
lateral leaf. The end of the fascia is then threaded 


on a Masson fascia needle and tied with sticktie of 
dermal, or silk. 


Two elliptical incisions are then made in the trans- 
yersalis fascia in the floor of the canal, and the re- 
dundant fascia between them removed. Whether or not 
it is necessary to open the peritoneal cavity and remove 
the excess peritoneum and extra-peritoneal fat will 
depend on the size of the hernia. In the average case 
this step is not necessary. The upper leaf of the trans- 
versalis fascia is then elevated, and with a gauze-cov- 
ered finger, the extra-peritoneal fat is, pushed away 
from the fascia on the posterior aspect of the trans- 
versus abdominis muscle above its arching lower bor- 
der. With the index finger of left hand as a guide, 
several Allis forceps grasp the tissue of the proposed 
line of suture, to hold it away from the peritoneum. 
Next the edges of the transversalis fascia are sutured 
together with running chromic suture. This is not 
expected to do any holding, but merely prevents the 
extra-peritoneal fat from pushing itself through the 
next layer. This suture is started at the pubis and 
extended laterally. 

The first stitch of the fascial suture is started as 
close as possible to the pubis joining Poupart’s liga- 
ment to the conjoined tendon until this latter structure 
splits into its component parts, the internal oblique 
and the transversus abdominis muscle. From this 
point laterally the red fibers of the internal oblique 
muscle are retracted upward and the suturing is con- 
tinued in the fascia formed by the covering of the 
transversus abdominis muscle and the transversalis fas- 
cia. With the Allis forceps holding this tissue away 
from the peritoneum, the fascial sutures can safely 
grasp it with each stitch, and in that way the firm 
fascia on the posterior as well as the anterior surface 
can be used to good advantage in holding this suture 
line. The fascial strip suture is completed, leaving 
only a small, snug opéning for the exit of the cord. 
In suturing into Poupart’s ligament with fascial needle 
one must be careful not to suture successive stitches 
in the same plane of fibers. By doing this, one will 
avoid making a split in this ligament. The best method 
which we have found for anchoring the fascial suture 
is to bring out the final stitch in some good fascial 
structure near the last point of suture. After that, the 
protruding remnant of fascia is split longitudinally. 
One-half of this is then rethreaded on the needle and 
a second bite taken in the aponeurosis, following which 
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the two loose ends are tied with a square knot. As 
there is so little fascia left it is usually necessary to 
make this tie with mosquito forceps. The loose ends 
are then tied down with chromic catgut. An occa- 
sional chromic tie is made along the line of fascial 
suture to further anchor it. 

Some men make use of the last portion of fascial 
suture to encircle the cord. However, in direct hernia 
as our weakness is entirely medial to the cord, it is 
felt that whatever remains of the fascial strip can 
be used to better advantage in suturing inside the 
internal ring and in utilizing enough of the strip to 
make a firm, square knot. 

The next step in the repair is different from the 
usual method of plicating the flaps of aponeurosis 
of the external oblique. The utilization of the lower 
flap first was emphasized by Skillern® in 1922. It was 
also advocated by Maxeiner2? in 1928. They both, how- 
ever, sutured the lower flap external to the internal 
oblique muscle bundle. However, there is firm fascia 
near the cresenteric insertion of the transversus ab- 
dominis muscle onto the edge of the rectus muscle 
that is easily accessible which can be utilized to better 
advantage than by trying to cover the bulky fibers of 
the internal oblique with the lower flap. I use a 
chromic suture in uniting these structures, unless two 
strips of fascia are taken. If so, the second strip is 
used here. As we made our initial incision in the 
aponeurosis well away from Poupart’s in line with 
the upper pillar of the external ring, we have left 
sufficient lower flap to give plenty of tissue for this 
plication. This lower flap should be held up taut to 
take up slack while putting in this line of sutures. 
After all, as our objective is to unite Poupart’s liga- 
ment to the structures above it, we feel that this double 
line of sutures, one taking the strain off the other, is 
better than a single, and will make for a firmer union 
than we can get by using the Andrews imbrication 
method which brings the upper flap down first. The 
final step consists of bringing the upper flap down over 
the internal oblique muscle and underneath the cord, 
suturing its free edge to the outer surface of the 
lower flap of the aponeurosis adjacent to Poupart’s 
ligament. This transplants the cord external to all 
layers of fascia. To avoid too much tension this upper 
flap usually must be liberated from its underlying 
structures for a short distance. When this is done it 
can be brought down without undue tension. 

_ There is just one more point which I wish to bring 
out. As one can note from the accompanying diagram 
taken from Callander’s Anatomy, the cremasteric vein 
enters the inferior epigastric vein near the internal 
ring. Routinely for both direct and indirect hernias, 
I have been ligating this vein. For we have noted that 
after repairing the floor of the canal this vein almost 
invariably is kinked and becomes distended and throm- 
bosed. As hernias carry a relatively high rate of 
postoperative emboli, it is felt that this vein, even 
though small, containing loose thrombi might be a 
factor in causing postoperative emboli. Whether or 
not this is true cannot be backed by actual statistics. 
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However, on a theoretical basis it seems to be a logi- 
cal procedure. A small nerve accompanying this vein 
should be avoided. 

In conclusion, first we have shown that a repair of 
direct hernia using McArthur fascial strips carries 
less recurrence than the catgut method. 
have 


Second, we 
described a technic which combines the McArthur 
strip with a strong, white fascia method of repair and 
utilized the fascia on the anterior and posterior aspect 
of the transversus abdominis muscle with safety. 
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Discussion 


Dr. CuLLIGAN: In answer to Dr. Campbell’s question 
in regard to maintaining the obliquity of the inguinal 
canal, I feel that this probably is more important in 
the indirect hernia than in the direct hernia. Naturally 
the point of weakness is going to be around the exit 
of the cord. However, I feel that in direct hernia 
the aponeurosis of the external oblique can be used to 
better advantage in repairing the floor than by using it 
to maintain the obliquity of the inguinal canal. 

We have also been using the McArthur fascial strips 
in large, indirect hernia. Moreover we have been using 
it whenever possible on recurrent hernias. Of course, 
frequently it is not possible to get fascial tissue in a 
recurrent hernia locally, and you have to go to the 
thigh for it. In all types of cases the wounds appear 
to heal as smoothly where fascia is used as in those in 
which a catgut repair is made. 


E. A. Reocnier, Secretary. 





Meeting of 

HE regular monthly meeting of the Minneapolis 

Surgical Society was held on April 1, 1937, in the 

lounge of the Hennepin County Medical Society rooms. 

The meeting was called to order by the president, Dr. 

Ivar Sivertsen. The following scientific program was 
given: 


STERNOCLAVICULAR DISLOCATIONS 
Report of Case 
H. M. Lee, M.D. 


Minneapolis, Minnesota 


Dislocation of the clavicle at the sternum is of 
interest chiefly on account of the infrequency of its 
occurrence. There may be degrees of displacement 
of the sternal end of the clavicle varying from a 
slight displacement to a complete dislocation, the 
sternal end tearing through the joint capsule. It is 
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probable that many slight displacements of the clavicle 
at the sternum are overlooked due to absence of any 
conspicuous deformity and to absence of marked 
symptoms. Such mild displacements are probably the 
result of relaxation of the sternoclavicular joint 
capsule and may be traumatic or the result of other 
causes such as aortic aneurysm, spinal caries and 
diseases of the sternoclavicular joint itself. 

The sternoclavicular joint is a diarthrodial arthrosis 
allowing free range of motion in all directions. This 
free movement of the clavicle on the sternum is af- 
forded by the double synovial joint with its interposed 
articular disk. The shoulder girdles which carry the 
upper extremities through their wide ranges of move- 
ment are attached to the skeleton only through these 
joints. The strength and elasticity of these joints is 
indicated by the infrequency of their dislocation in con- 
trast to the exceedingly common occurrence of frac- 
ture of the clavicle. The clavicle is held in place at 
the sternum by numerous well defined strong liga- 
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ents: the anterior and posterior sternoclavicular liga- 

ents, the intraclavicular ligaments which extend be- 
ween the clavicles with fibers attached to the manu- 
rium sterni, and to the costal cartilage of the first 
rib below. 

The traumatic sternoclavicular dislocations are pro- 
duced by forcibly pressing the shoulder backwards, or 
downward, or by pulling the shoulder outward. These 
movements tend to force the sternal end of the clav- 
icle either upward or forward. Pressing the shoulder 
ackward with sufficient force to rupture the sternocla- 
vicular ligaments results in a forward displacement of 
the sternal end of the clavicle. Depressing the shoulder 
sufficiently forces the clavicle down against the first 
rib, which then acts as a fulcrum, pushing the sternal 
end of the clavicle upward. The sternal end of the 
clavicle may be dislocated backward or downward but 
this is so infrequent that it is hardly worthy of dis- 
cussion. The most common cause of forward or up- 
ward displacement of the clavicle at the sternal joint 
is probably falling on point of shoulder. 

The case which I wish especially to present was in- 
jured in such a manner. He sustained an upward dis- 
location of the clavicle at its sternal end. It was a 
marked dislocation which was repaired surgically. 


Before presenting this case, however, I wish to pre- 
sent another case for your consideration. This man on 
September 25, 1936, was working with a pick. The 
pick struck a hard object, which jarred his left hand, 
causing pain localized in the region of the wrist at 
the base of the left thumb. After working for about 
thirty mimnutes this became so painful that he quit 
work. He was referred to our office. X-rays of the 
hand and wrist were negative. He had no other com- 
plaints. On September 29, four days later, when he re- 
turned to our office, he complained of pain in the re- 
gion of the left shoulder and clavicle and sternoclavicu- 
lar region. He states that this pain had appeared sud- 
denly during the night before, September 29, three or 
four days after the injury to his wrist. He states that 
this pain appeared as he rolled over in bed. On ex- 
amination September 29 the left sternoclavicular joint 
was very prominent, with redness and swelling about 
the joint and there appeared to be a definite displace- 
ment upward of the clavicle at the sternum. This de- 
formity could not be entirely corrected by pressure or 
manipulation. I advised conservative treatment. On 
November 3, 1936, he was examined by a competent 
orthopedist in Minneapolis who suggested that surgical 
repair might be indicated. He was later seen by an 
orthopedist in St. Paul who advised against any surgi- 
cal procedure. His condition gradually improved. 
Sometime in January he returned to work wheeling ce- 
ment in a wheelbarrow. This he was able to do except 
that as the wheel struck bumps such jars caused con- 
siderable pain in the damaged joint, so he discontinued 
this work and some time later secured other type of 
work. On March 22 he volunteered to help a police 
squad chase burglars and accidentally collided with the 
police car, sustaining a fracture of the left clavicle, 
from which he is at present disabled. An interesting 
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fact about these sternoclavicular dislocations is that 
a complete reduction is not essential to good function 
in the arm and shoulder, but obviously a considerable 
period of disability is required for a relaxed joint 
capsule to heal to a degree where pain is not promi- 
nent. The interesting question in this particular case is, 
in my opinion, whether the dislocation of the clavicle 
occurred at the time of the original injury, or whether 
it occurred three or four days later, or what connec- 
tion may exist between the apparent dislocation and the 
alleged accident. 

The other patient whom I am presenting was injured 
on July 23, 1932. He fell onto the point of the right 
shoulder from a height of about four feet. He suf- 
fered an upward and anterior dislocation of left clav- 
icle at the sternum. The dislocation was easily reduced 
but could not be maintained. Conservative treatment 
was attempted for several months, an attempt being 
made to maintain the clavicle in reduction by adhesive 
straps and pads over the sternoclavicular joint. On 
October 25 an open reduction was performed. The 
joint capsule was found to be completely torn, the joint 
cartilage remaining attached to the end of the clavicle. 
Drill holes were made through the clavicle and ster- 
num and reduction maintained by passing through these 
drill holes Kangaroo tendon. The arm was bandaged 
in adduction with shoulder somewhat elevated and held 
in position with a plaster dressing. He was discharged 
from the hospital on November 18. The cast was re- 
moved on November 21 and the arm was carried in a 
sling. Shortly thereafter gradually increasing motion 
was permitted. I believe this man has made a good 
recovery so far as the sternoclavicular dislocation is 
concerned but he has continued to have some impair- 
ment of function in the shoulder joint. This, I believe, 
is due to other causes. He undoubtedly sustained con- 
siderable soft tissue damage about the right shoulder 
at the time he fell, which frequently results in pro- 
longed if not permanent impairment of function about 
the shoulder joint. This man also subsequently de- 
veloped neuritis and arthritis involving several joints 
in both arms and legs. This may also have contributed 
to the impaired function in the right shoulder. 


Discussion 

Dr. Georce R. Dunn.—It so happened that I had an 
opportunity to see this man before the operative pro- 
cedure was done and Dr. Lee has certainly obtained 
an excellent result. There was practically a complete 
dislocation at the sternoclavicular joint, which was giv- 
ing the man a great deal of pain on any movement of 
the arm. He also had a brachial plexus injury which 
seems to account for the limitation of movement at the 
shoulder joint at the present time. 

I agree with Dr. Lee that the use of fascia lata or 
chromic catgut is better in the fixation of these joints 
than the use of pegs. In deciding which suture mate- 
rial is better to use, fascia lata or chromic catgut, one 
must be guided by the findings at the time of explora- 
tion. If the capsule is badly torn and can not be well 
sutured, then the use of fascia lata to repair the de- 
fective capsule is probably indicated. On the other 
hand, if the capsule is fairly well intact then the use of 
chromic catgut is probably entirely sufficient. 

Dr. D. A. MacDonatp.—Of 775 dislocations at Cook 
County Hospital, 73 were of the clavicle, an incidence 
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of 9.4 per cent or approximately one of the very ten 
dislocations admitted. 

The presternal dislocations of the clavicle represent 
about 1 per cent of all dislocations of the body. 

The clavicle acts as a prop, pressing against the 
sternum to hold the scapula and shoulder joint back 
and out from the chest, so as to permit a full action of 
the arm. Then the most important object of treatment 
is to restore the full usefulness of the arm, particularly 
of the shoulder. 

There is a great tendency to stiffness of the shoulder 
joint in patients over forty years of age. Therefore, 
we must avoid fixing this joint by any apparatus. 

Some of the older methods of treatment, such as the 
Desault dressing, caused a marked degree of pressure 
on vessels and nerves with the resulting ill effects, as 
well as a stiffness of the shoulder joint when the dress- 
ing was kept on too long. 

I believe in the conservative treatment as carried out 
by Dr. Lee in his case previous to the operative treat- 
ment, which later became necessary. 

One may use a broad piece of adhesive superim- 
posed on felt over the joint, the adhesive to be 
strapped aross the anterior chest and shoulder. Then 
figure-of-eight Ace bandages are placed across the 
back to hold the shoulders out and backward. This 
may maintain reduction. 

There is a treatment, besides those mentioned, of 
bringing the shoulder forward and inward after jam- 
ming the clavicle down into the joint. 

But when we consider that the integrity of the sterno- 
clavicular joint depends on the ligaments, and when 
they are ruptured there is nothing to hold the clavicle 
in place, operation may become the form of treatment 
through necessity rather than choice. 


Of course, in the old cases operation is the only form 
of treatment. 


Dr. Harvey Netson.—We have recently had three 
detachments at the sternoclavicular joint. In the first 
patient we kept a clavicular cross applied for about two 
months and the sternoclavicular joint finally tightened 
up. The second patient tightened up in five months. 
The third patient, after a year, still had a lot of pain 
in the sternoclavicular joint radiating into his neck. 
On this case we did an open operation and at the time 
of the operation found that the articular disc was al- 
most completely detached and was acting more or less 
as a wedge in preventing proper approximation between 
the sternum and the clavicle. It was necessary to re- 
move the articular disc in order to obtain a proper ap- 
proximation of the joint. Incidentally, we used rustless 
wire to hold the sternum in position with the clavicle 
and it worked out very well. The wire is still in and 
we intend to leave it in permanently unless it sets up 
some sort of irritation. We felt that the rustless wire 
was a distinct advantage over catgut in that it perma- 
nently held the sternum in proper apposition. 


Dr. H. M. Lee (closing).—So far as I know there 
has been very little recommended on the subject. There 
is very little in the literature. There is no reference 
to silk, but to Speed’s ivory peg. In regard to Dr. 
Nelson’s question about silver wire: I have not had 
any experience with it, since this is the only case I 
have sutured. In looking through the literature I found 
that Norman Duggan of Worcester, England, in 1930 
reported a case just like Dr. Nelson’s. In answer to 
Dr. Bulkley, I might say that you can apparently have 
a partial dislocation and still get along perfectly well. 
In time the patient will even have good function in 
spite of the fact that he has remaining deformity. 
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position. Chronic contraction of either lateral group : 
of muscles inclines the head to the affected side. Tyme °°" noth 
head is tilted and rotated until the chin projects w) The she 
ward toward the unaffected side. The ear on the 3. above, | 
fected side, as a result approaches the correspondiy gland i 
shoulder. transpet 
Transient torticollis may be caused by rheumatisn; spinal a 
exposure to cold, acute myositis (myogenic), limit: de 4 ? 
tion of movement from inflamed cervical glands (r: guides 
flex), limitation of movement from spinal accesson = 
injury (neurogenic) and spasmodic torticollis whid — 
occurs in neurotic individuals. Symptomatic treatmer liquely. 
will suffice in this group of contractures. The 
In the group of permanent contractures, congenitd when | 
torticollis is the best example. In this class the musck nicular 
cannot be lengthened to normal. The muscle may hav — 
been ruptured at birth with subsequent scar formation perfici 
In this type and other forms of permanent contracture viewlas 
the muscles become hard and tendinous and stand ott — 
prominently at the internal head. There is a definite dang 
interval between the sternal and clavicular attachment om 
of the sternomastoid muscle. When in the aggravatel m 
cases the deep muscles also become rigid and con — 
tracted, relief is obtained only by a surgical procedure nthe 
The patient operated upon was a female, married, ane 
and sixty-one years of age. About fifteen years ago, gs 
after a “nervous breakdown,” she first noticed a fine alee 
tremor of her head, which persisted and became in- Th 
creasingly troublesome. This was especially trouble a 
some when she became overtired. A spasmodic pain in third 
the left suboccipital region began to cause much dis aaal 
tress and she noticed a prominence of the left sterno- iatailh 
mastoid muscle. . 
The painful spasms and fixed position of the heat ant 
caused her to seek relief from a neurologist. Periodit a 
“injections” gave temporary cessation of the pain but Fo 
the contraction of the occiput to the left continued aed 
without change. Although the patient has had very lit pone 
tle pain during the past five years the abnormal position 0a 
of the head has caused her much trouble and embar- wut 
rassment. Because of this she came for relief. the 
Examination revealed a vigorous woman of a cheer- ails 
ful disposition. He head was tilted and contracted s0 os 








that the ear on the left side approached the leit 
shoulder and the chin pointed toward the right shoul 
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a state of contraction. A general physical examination, 
including a Wassermann, was negative. X-ray exam- 
ination of the servical vertebre revealed an osteoar- 
thritis- involving the articulation between the bodies of 
the lower cervical vertebre. 

The operation, a’ tenotomy, was performed through 
an oblique incision across the lower part of the sterno- 
mastoid muscle on November 23, 1936. The fascial 
sheath" was divided up to the carotid sheath and the 
spinal accessory merve was sectioned in the anterior 
cervical triangle. 

The sternomastoid muscle is enveloped by a duplica- 
tion of the superficial layer of the deep cervical fascia. 
The sheath varies in structure: it is thick and fibrous 
above, passing over the inferior pole of the parotid 
gland in the retromandibular fossa, and it is thin and 
transparent in its lower attachments. The eleventh or 
spinal accessory nerve enters the substance of the mus- 
cle 4 cm. inferior to the mastoid process. The deep 
guides to the nerve are the posterior belly of the digas- 
tric muscle and the internal jugular vein. The nerve 
passes laterally and backward, crossing the vein ob- 
liquely. 

The sensory nerves which are most exposed to injury 
when tenotomy is performed are: (1) the great au- 
ricular, which is found at the posterior border of the 
sternomastoid near the spinal accessory; (2) the su- 
perficial cervicals; and (3) the descending supracla- 
vicular branch of the servical plexus. The spinal ac- 
cessory is a motor nerve found in the upper part of 
its course in the anterior cervical triangular and further 
down as it runs under the sternoclavicular muscle to 
the posterior triangle. It takes a course obliquely 
across the floor of the posterior triangle and is best 
seen just outside of the internal jugular vein near the 
posterior belly of the digastric muscle and below the 
prominent transverse process of the atlas. Pinching of 
the nerve causes a twitching of the trapezius. This 
assists in its recognition. 

The sternomastoid muscle gets its nerve supply from 
a branch of the spinal accessory and the second and 
third cervical nerves. The trapezius muscle is inner- 
vated by the spinal accessory and the third and fourth 
cervical nerves. Paralysis of the trapezius, which oc- 
curs after the severance of the spinal accessory, causes 
only a slight drooping of the shoulder with a slight 
loss of power in the shoulder muscles. 

For good results the operation should consist of a 
tenotomy of the sternomastoid after it has been ex- 
posed through an oblique incision over the lower por- 
tion of the muscle. To get complete relaxation the in- 
vesting fascial sheath should be dissected free from 
the fibers of the muscle far enough to include the ca- 
rotid sheath. This will prevent contraction from scar 
tissue and for complete results the spinal accessory 
nerve should be sectioned before it enters the substance 
of the sternomastoid muscle. 


Discussion 


Dr. L. H. Fowrer.—Nearly ten years ago we had a 
young woman patient nineteen years of age, with a con- 
genital torticollis. The head was drawn markedly to one 
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side and there was a definite asymmetry of the face. 
In looking over the literature at that time we found 
that most writers claimed that unless the nerve supply 
was severed one would not get permanent relief of the 
condition. However, we only severed the sternomas- 
toid at the sternal and clavicular attachments and kept 
the head in the opposite direction in a cast. After six 
weeks this was gradually released. Our patient ob- 
tained a very satisfactory result. 


E. A. Recnier, Secretary. 


“Arthox” or “Sulfiodoxygenia” 


According to an advertising circular distributed by 
the Standard Laboratories, Inc., Boston, in 1935, Arthox 
is “a scientific medicinal formula,” and “analgesic, 
specially prepared to aid in the relief of the muscular 
aches and pains of rheumatism and arthritis.” The 
circular, which is apparently addressed to the public, 
gives no hint as to the composition of Arthox. An 
examination of the advertising material received in 1936 
indicates that Arthox—now embellished with the high 
sounding but meaningless synonym “Sulfiodoxygenia” 
—is sold “on physicians’ prescription only.” The con- 
stituents, according to information given by the manu- 
facturer in 1935, are alcohol 2 per cent, Burnham’s 
Soluble Iodine, anise, sassafras, glycyrrhiza, sarsa- 
parilla, methyl salicylate and sodium salicylate. Ap- 
parently the promoters of Arthox (also calléd “Sulfiod- 
oxygenia”) and, sadly, enough, some physifians too, are 
of the opinion that such medication possesses enhanced 
value when it masquerades under some -stich title as 
“Arthox” or “Sulfiodoxygenia.” Burnhain’s Soluble 
Iodine, one of the claimed constituents of Afthox, is the 
subject of an unfavorable report by thé,,Council on 
Pharmacy and Chemistry appearing in e Journal, 
July 1, 1933, p. 33. (J. A. M. A., Feb. 13, 1937, p. 579.) 
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of the rubber drains were removed on the 12th post- 
operative day. The fat was thoroughly removed from 
the quadratus and posterior muscles and from the 
posterior surface of the kidney to guard against a re- 
currence of the kidney floating about. After the opera- 
tion she was given 550 c.c. of blood. Since the patient 
left the hospital I have not seen her as yet. I feel quite 
sure that this kidney will not become troublesome any 
more on account of an abnormal mobility. 

A third case may be seen here. (X-ray film shown.) 
The pyelogram was kindly loaned to me by Dr. Medel- 
man. The outlines of the cyst are unusually clearly 
seen. They measure six inches in the transverse diam- 
Downward the shadow reaches the upper level of 
the iliac crest. 

These solitary cysts of the kidney are usually at one 
of the poles and most frequently at the lower. Their 
relation to polycystic kidneys is problematical, and 
surely in their clinical course they differ greatly from 
polycystic kidneys. Their origin lies probably in some 
congenital malformation, possibly in an early inflamma- 
tory process, but this latter is pure conjecture based 
more or less on the frequently seen multiple small 
cysts in chronic interstitial nephritis. 

The meeting adjourned. 


A. G. Scuutze, M.D., Secretary 
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BOOK REVIEWS CLASSIFIED ADVERTISING 


: TECHNICIAN WANTED—Laboratory, x-ray, bag 
Books listed here become the property of the metabolism and physical therapy. State qualifies 
Ramsey and Hennepin County Medical libraries tions, age and include photograph or snapshot. Writ 
when reviewed. Members, however, are urged to J. J. Kolars, M.D., Le Center, Minnesota. 

write reviews of any or every recent book which ———_—_—_—_—_—- 

may be of interest to physicians. 











WANTED, PHYSICIAN FOR LOCUM TENENs 








—Southern Minnesota. Two weeks, last of July an _. 
INFANTILE PARALYSIS AND CEREBRAL DIPLEGIA. Meth- first of August. $50.00 per week. Address D-369, Mun 
ods Use for the Restoration of Function. Elizabeth care MINNESOTA MEDICINE. 
Kenny. With Foreword by Herbert J. re agg 
Professor of Anatomy and Dean of the Faculty o ' ; : 
Medicine, University of Queensland. 125 pages. Illus. ee SALE—$13,000 connie petites, Rese gaa 
: a ; Re ‘1 office in prosperous community. ealth forces 
i leat al cloth. Sydney, Australia: Angus & sale. Address D-370, care MINNESOTA MEDICINE. 
PersonaL Hycrene. C. E. Turner, M.A., Dr.P.H., Pro- 
fessor of Biology and Public Health in Massachusetts FOR SALE—Very complete physicians and surgeons 
Institute of Technology, etc. 335 pages. Illus. office outfit, including full line of surgical, obstetric, 
Price, $2.25, cloth. St. Louis: C. V. Mosby Co., electrical and nose and throat instruments and large 
1937. library medical and surgical books. Owner retiring § Volum 
—_—____————_ after fifty-five years practice. Address D-364, care 
PHYSICAL THERAPEUTICS METHODS in Oto- | MINNEsoTA MEDICINE. —— 
Laryngology. By Abraham R. Hollander, M.D., 442 
pages with 189 illustrations. Price $5.00. St. Louis: EXPERIENCED WOMAN PHYSICIAN would a:- 
C. V. Mosby Co., 1937. sist doctor’or dentist in office—clerical work included, 
Eleven authors contribute the twenty-four chapters if desired—or would supervise small hospital or rest 
in this volume. Part I, comprising 148 pages, describes home. Specially trained in physiotherapy. Physically Pr 
ka ated diay eteches® cuoh aiuemitih seilieiin “aati incapacitated for strenuoys work. Moderate salary 
é tnd ; a a a acceptable as occupation is principal desire. Address ' 
lying the therapy. This should be a useful reference D-367, care MINNESOTA MEDICINE. 
for the physician interested in the theory and technic of 
this work. Part II, covering 167 pages, deals with the” Cs 
use of the physical agents in otolaryngology. The en- PRACTICE FOR SALE—Unopposed. Good income | 
thusiasm of the author for treatment by physical meth- from start. Write for details. Physician wanted also 
re age ag RD cattietin | nay for locum tenens three weeks in July. Address 
ods is obvious. However, no discrimination is made in D-368, care MINNESOTA MEDICINE. 
the text between those procedures of definitely proven 
merit and those which have proven to be ofvery doubt- T 
ful value, or entirely useless and perhaps harmful. PRACTICE FOR SALE—Fully equipped office, 
Part III in 76 pages discusses neoplastic and miscel- dese ge ne a enn, etc. $2,000. 
laneous problems. A chapter in tliis section by C. L. ee 2 ee ee Address C. P. : 
< d, ’ Truog, Lindstrom, Minn. ( 
Jackson seems to digress considerably from the text 
in a discussion of endoscopy. 
The volume is well illustrated and well written. FOR SALE—Trial case, operating table, books and ) 
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